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OVERVll E RETRO TIVE ANALU 

Purpose of the Series of Reports 

This series of four reports details the productive collaboration between the United States 
Agency for International Development (USAID) and the Moroccan Ministry of Health 
(MOH) spanning a period of over 30 years. It focuses on four health areas in which 
USAID support has been the greatest: family planning, child survival, safe motherhood, 
and sexually transmitted infections (STIs)/HIV/AIDS. 

Morocco has made tremendous strides in its heath programs, as evidenced by steadily 
improving health outcomes over time. In part because of this success, USAID began a 
strategy of "withdrawal" from Morocco, which was slated to begin in the year 2000. 
Subsequently USAID decided to maintain a modest level of funding through 2004 to 
support the activities of a "mature program," including sustainability and decentralization. 

What was accomplished during the more than thirty years of collaboration between the 
MOH and USAID? This series of reports is designed to address that question. The 
specific objectives of this retrospective analysis are: 

1. To document the evolution of the programs in family planning, child survival, safe 
motherhood, and sexually transmitted infection/AIDS under the Ministry of Public 
Health (MOH) - USAID collaboration; 

2. To place the health initiatives in Morocco in a larger international context as a 
means of better understanding the evolution of programs in Morocco; 

3. To present measurable results in health status indicators that link directly to these 
health initiatives; 

4. To identify keys to the success of specific programs that may represent valuable 
lessons learned for programs in other countries; and 

5. To recognize the past obstacles and continuing challenges to the implementation 
of health programs in the four areas. 

Many factors contributed to improvements in health status in Morocco over the past three 
decades: improvements in socio-economic conditions, exposure to ideas from other 
countries, investments from other donors, among other factors. Whereas this series of 
reports focus almost exclusively on the MOH-USAID collaboration, other factors and 
other parties share in the credit for the progress made to date. Notwithstanding, this series 
of reports has been prepared to demonstrate the sustained investment by USAID in the 
Moroccan health programs and the results achieved to date. 

The current report covers the period from the early 1965 (when family planning first 
surfaced as a concern) to 2000, when Phase V funding ended. USAID continues to 
provide bilateral support to the MOH through an agreement (Assistance for Family 
Planning and Maternal-Child Health, Accord 608-0223) that aims at expanding 



the resource base and capacity for sustainable development in the period 1999-2005, but 
the current activities are outside the scope of this retrospective analysis of the Moroccan 
program. 

Audience for this Series of Reports 

This series provides a comprehensive overview of the major events that occurred in rela- 
tion to the four health areas in question. It will serve as a reference to MOH personnel, 
donor agency staff, international visitors, academics, and others with the patience and 
appetite for a relatively detailed account. 

Methodology 

A team of MEASURE Evaluation staff and independent consultants conducted the 
analysis for this series of reports. Team members conducted in-depth interviews with 
key informants and reviewed relevant program documents. The purposive sample of key 
informants included the following: 

* Persons with substantial experience in the management of some aspect of the four 
health program areas; 

* Personnel from both the central and regional/provincial level; 
* Personnel from both the public and private sector; 
* Personnel from non-governmental organizations (NGOs); 
* Representatives of donor agencies; and 

Persons outside the program (researchers, economists, sociologists, demographers). 

A complete list of all persons interviewed appears in Appendix C. 

Limitations 

The team encountered several constraints in conducting this retrospective analysis. First, 
all of the in-depth interviews - especially those relating to events in the distant past - 
were subject to recall bias. Respondents were most gracious in attempting to recon- 
struct events from over a decade ago, but there is an inherent bias in doing so. 

Second, the key informants included persons closely involved in the program who tend- 
ed to have a favorable outlook toward these health initiatives. The team did not attempt 
to identify and interview persons who might have provided alternative interpretations to 
this set of events, given the difficulty of drawing up any type of systematic list of such 
individuals. The team did, however, try to solicit information on both positive and 
negative aspects of the program from those interviewed, and most respondents were 
quite forthcoming. 

Third, it was difficult and in some cases impossible to obtain financial information on 
components of MOH activities funded by other donors. Thus, the team was not able to 



assess the financial contribution made by USAID relative to the total amount of interna- 
tional aid for each sector. 

Fourth, the existing documentation was more extensive for some programs than others 
and for some periods than others. Although four reports were prepared, the descriptions 
of the programs herein do not do justice to the many triumphs and frustrations of design- 
ing and implementing these activities. 

Summary of Findings - Family Planning 

This report documents the collaboration between USAID and the MOH in Morocco over 
the past three decades, the impressive results achieved, and the challenges ahead. 
Cooperation between the MOH and USAID began in the early 1970s, five years after the 
start of the Moroccan National Family Planning Program (NFPP). Between 1971 and 
2000, five USAIDIMOH projects conesponding to five phases and totaling 126 million 
dollars were launched. A sixth and final project covering the 2000-2004 period is 
intended to ensure the sustainability of the population, health, and nutrition programs. 

The cooperation between USAID and the MOH evolved and adapted to the country's 
needs and priorities. The Moroccan NFPP benefited from focused USAID technical support 
in five essential areas: contraceptive logistics; continued training of health providers; 
development of effective Information-Education-Communication (IEC) strategies; infor- 
mation system; and involvement of the private sector: Project appropriations increased 
over time, growing from three million dollars in 1971-1 977 to 52 million in 1993-2000, 
attesting to the mutual interests and the relationships of trust between the two parties. 

Over the past thirty years, USAID supported a broad range of actions, facilitated by 
increased participation from both the MOI-I and USAID, and the involvement of 
institutional contractors. The Moroccan family planning program also benefited from 
the support of the royal family over the years as well as high levels of political support 
which contributed political capital to family planning as a program and legitimized 
contraceptive use at the individual level. 

The collaboration between the MOI-I and USAID led to important results in family 
planning indicators. Contraceptive prevalence among married women of reproductive 
age rose from less than 20 percent in 1979-80 to 59 percent in 1997. The total fertility 
rate decreased dramatically from 7.0 children in 1979-80 to 3.1 children in 1997. 
Despite these advances, significant differences persist in family planning indicators 
between rural and urban areas. 

While the Moroccan NFPP still faces challenges ahead, it is considered to be a success 
on both the national and international levels. Thanks to the commitment of political 
officials, the incremental approach adapted to the national context, the dedication of 
health cwe professionals, and the suppost of U 
internationally recognized success. 
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I. OVERVIEW OF THIS SECTION 

Family planning has been at the heart of USAID assistance to the Ministry of Health 
over the past three decades. This report outlines the evolution of family planning in 
Morocco as a result of the productive cooperation between the two partners. It gives an 
overview of the Moroccan situation at the outset of the partnership and the successive 
stages of USAID involvement in FP activities from 1971-2000. 

The report describes a variety of efforts put in place over the years, thanks to the 
financial and technical support of USAID, which today form the basis of the Moroccan 
Family Planning Program. The report shows USAID'S financial commitment and its 
evolution, as well as the general contribution of USAID to the program's success. It 
also highlights the impressive results obtained in Morocco during the last thirty years, as 
shown in representative surveys at the national level. 

11. MOROCCAN SITUATION AT THE OUTSET OF THE COOPERATION 
BETWEEN THE MINISTRY OF HEALTH AND USAID 

The mid-1960s marked the onset of widespread concern at the global level over rapid popu- 
lation growth in developing countries. International donor agencies (e.g., the World Bank) 
warned governments of the negative implications of rapid population growth for socio-eco- 
nomic development. Some leaders remained unconvinced of the link. Others recognized 
the problem, yet were unwilling to take the politically risky position of advocating popula- 
tion control in highly traditional, pronatalist societies. A third group of leaders took a bold 
stance on the issue, thus setting the stage for national family planning programs. 

In Morocco, concern for rapid population growth was first addressed by the Economic 
Planning Department of the Government. This department recognized the threat that 
rapid population growth posed to rationally planning the economy through the develop- 
ment of a central planning authority. Their view was based on analysis of the 1960 cen- 
sus data that revealed a population growth rate of 3.2 percent per annum. Advisors from 
the World Bank confirmed these projections and pointed out that population growth was 
outstripping economic growth. 

nistry of Planning prepared population projections that 
rcussions of continued rapid population growth on educ 

employment and other factors; they showed that the scenario would be far more favor- 
able if population growth were decreased to 2.5 percent by 1985.' It, therefore, prove 
necessary to establish a solid family planning program in the country. 

ajesty King Hassan 11 heeded the message and initiated a number of bold steps that 
would pave the way to a national family planning program. In 1965 he issued a royal 



memorandum, explicitly linking the problem of rapid population growth with the socio- 
economic development of the country. In the following year, two legislative acts were 
passed: one that created the High Commission on Population, the second that repealed 
the repressive laws (dating back to the days of the French Protectorate) prohibiting the 
promotion and sale of c~ntraception.~ 

International politics surrounding family planning were not favorable during this time. 
The cold war was in full force, and many viewed the promotion of family planning to be 
an imperialistic plot sponsored by Western countries to promote their own interest by 
stymieing growth in developing nations. Countries such as Morocco were caught 
between East and West, and the international politics of family planning made it even 
more difficult for local leaders to openly embrace this cause, for fear of being branded 
as "esclaves des imperialistes" (slaves of the imperialists). 

During the late 1960's several groups provided technical assistance and support to 
Morocco to assist in the startup of its family planning program, including the Ford 
Foundation, the Population Council, the Swedish International Development Authority 
(SIDA), and the International Planned Parenthood Federation (IPPF). A National 
Seminar on Family Planning in 1966 was held to further promote public debate on popu- 
lation and family planning, to conduct a national Knowledge, Attitudes and Practices 
(KAP) study in 1966-67, and to support training and study tours for government officials. 

The National Family Planning Program (NFPP) officially began in February 1966, under 
the Ministry of Health (MOH). Family planning was integrated into existing health 
service delivery, to avoid duplication of costs and to gain the approval of medical pro- 
fessionals. The MOH offered services primarily in urban areas, where it was expected 
the demand would be greater. Program administrators initially designated the 
Intrauterine Device (IUD- Lippes loop) as the method of choice. 

Indeed, the five-year plan (from 1968-1972) called for the insertion of 500,000 IUDs. 
This number proved to be far too ambitious. Too few doctors were trained in family 
planning, and those who were had inadequate time to master the techniques, most 
notably the management of side effects. By 1970, only 40,000 women had accepted the 
IUD from government  clinic^.^ Moreover, this rapid startup - before the system was 
fully prepared for comprehensive service delivery, including the management of side 
effects - was counterproductive to the long-term acceptance of IUDs. In 1968, the oral 
pill was added to the method mix, and by 1970 more acceptors opted for the pill than 
the I u D . ~  

In sum, the bold policy statements of the King in the mid-1960s did not translate into 
decisive action at the operational level until a decade later. The political climate was not 
propitious for considering demographic issues. Political problems surfaced in other 
arenas that may have caused the King and his advisors to refocus their energies else- 
where (although the Royal family has never wavered in its support of family planning). 
Population was prominently mentioned in the five-year plan (1 968-72), yet family 
planning did not take off in Morocco until the late 1970s. 



111. PHASES OF USAID ASSISTANCE TO THE MINISTRY OF HEALTH 
AND PROJECT MANAGEMENT: 1971-2004 

A. Six Cooperative Agreements 

Over the past thirty years, five bilateral agreements were signed between the Ministry of 
Health and USAID and a Memorandum of Understanding, is currently being implemented 
(see Table 1). The agreements have revolved primarily around family planning assistance 
and secondarily around maternal and child health support. A total of US$126 million 
were invested in the health and population sector over the years, making USAID the 
largest single donor to Morocco's health program. Projects were undertaken based on 
priority needs, however, certain areas were consistently programmed, such as the purchase 
of contraceptives and equipment, the provision of technical assistance, and the training 
of health professionals. 

Table 1. Projects of Bilateral Donations between USAID and the Ministry of Health 

Project no. 608 01 12: 
Support to Family Planning 

Accords Period 

Project no. 608-01 55: 
Population/Family Planning 
Support Project 

Project no. 608-01 505: 
Managen~ent Improvc~nent Project 

1978-1984 

Total in US  
Dollars 

3,046,000 

2,185,000 

11,887,000 

26,210,000 Project no. 608-01 7 1 : 
Assistance to Family Planning and 
Demograpfiic Issues 

Principal Components 

1984-1991 

-Contraceptives 
-Construction of 13 Family 
Planning referral ccnters and sites 
of population management 
-Launching of VDMS pilot 
proiect in Marrakech 
-Human resources 
-Logistics 

-Support to VDMS Program 
-Construct~on of 10 Family 
Planning referral centers 
-Contraceptives & equipment 
-1EC 
-ENPS 
-CNFRH 
-Support to AMPF 
-Support to VDMS Program 
-CCV and CNFRH 
-1SC 
-Cl~n~cal fani~ly plannmg services 
-Tratning 
-Support to other orgamzatlons 
and ministries with regard to 
famzly plannmg 
-Contracept~ves 



Project no. 608-0198: 
Assistance for Family Planning 
and Child Survival 

Project no. 608-0223: 
Assistance for Family Planning 
and Maternal-Child Health 

Memorandum of Understanding 
Key Interventions Support 
Sustainability of Population, 
Health, and Nutrition (PHN) 
Programs 

-Health coverage 
-Clinical services 
-Social marketing 
-Program of employee services 
-Information sub-system 
-Management and operational 
research 
-Training 
-1EC 
-Contraceptives 
-Technical assistance 
-Training 
-Equipment/Supplies 
-Local costs 
-1EC 
-Contraceptives 

-Decentralization of health 
services in two pilot regions 
-Support for RH and child health 
activities in the private sector 

1. Phase IProject # 608-0112 (1971 - 1977): Support to Family Planning 

This was the first project to formalize the relationship between the MOH and USAID. It 
began during a crucial period for FP activities. On one hand, there was a political desire 
to develop demographic activities in Morocco. But, on the other hand, the rather disap- 
pointing fact was that, after a decade of activity, the national family planning program 
had relatively little to show. On the positive side, the public health system did provide 
contraceptives in approximately 300 health centers. However, the system was highly 
medicalized; contraceptives were available only by prescription and after a physician's 
exam. 

During this period, the relationship between USAID and the MOH was rather formal 
and distant. USAID officials were frustrated by the seeming lack of commitment to 
family planning, and they were unconvinced by the management capacity within the 
MOH. Local health officials wondered what contribution the Americans were making. 
And, the French still played a very strong advisory role to the MOH. 

Despite a relatively small amount of donor funds (US$3,046,000), this phase of assis- 
tance helped establish family planning activities in Morocco and marked the beginning 
of cooperation between the Ministry of Health and USAID. The project included the 
purchase of contraceptives and the planned construction of 13 Referral Centers (and the 
headquarters for the FP Division). In addition, the Visites a Domicile de Motivation 
Systematique, or "Systematic Motivational Home Visits" (VDMS), were launched in the 
province of Marrakech during this period. 



2. Phase II/Project Ae608-0155 (1978-1985): PopulatioflP Support 

This agreement was signed under a more favorable climate than the previous one. The 
late 1970s and early 1980s represented a dynamic period in the history of the Moroccan 
Family Planning Program. The Ministry of Health was restructured to reorient health 
services to address the preventable health problems affecting the largest number of 
Moroccans. The MOH-USAID initiatives during this period helped to desensitize fami- 
ly planning among policy makers, and, for the first time, the GOM included a line item 
for family planning in its 1983-1985 budget. 

During this period, the leadership of the Moroccan family planning (FP) program had to 
balance pressures from USAIDNVashington to be more aggressive on population with 
the potential consequences of advocating family planning too overtly in Morocco. 
Powerful political and religious groups - known for their opposition to FP - did not 
attempt to disrupt the operations of the MOH in providing FP as part of the national 
health service. The MOH leadership decided against developing an official population 
policy (despite the wishes of Washington), because of the potential backlash from these 
powerful groups. They instead invested their efforts in the "less public" activity of 
strengthening the infrastructure for the delivery of FP services. Similarly, Washington 
wanted the Moroccan program objectives to explicitly include mention of a drop in the 
birth rate in the NFPP and encouraged the MOH to develop more FP activity in the pri- 
vate sector with social marketing programs, but the MOH resisted. 

Despite these differences, the second bilateral grant reinforced the commitment of the 
MOH and USAID to the national family planning program. This second grant covering 
the period 1978 - 1985, represented a more significant investment (US$l 1,887,000). 
The project funded the startup of VDMS in 13 provinces, the construction of ten 
Referral Centers, and allowed for the first diversification of activities including: 

The creation of the National Center for Training and Reproductive Wealth 
(Centre National de Formation en Reproduction Humaine - CNFRH) in Rabat 
for the purpose of training health professionals in voluntary surgical 
contraceptive procedures (a partnership between the MOH, JHPIEGO and AVSC); 
The implementation of the first contraceptive prevalence survey; and 
The modest introduction of information, education and communication (IEC) 
activities by the Association Marocaine de Planijkation Familiale (the Moroccan 
Family Planning Association - AMPF) who were equipped with a studio capable of 
recording video and audio productions. (The IEC teams of the MOH were quite 
small at that time.) 

A 1983 evaluation of this phase (while recognizing that the original project was over- 
ambitious) described the significant progress that occumed during this period on several 
important  front^.^ 

During the same 1978-1984 period, another grant was signed for the strengthening of 
the management capacity of the MOH through the USAID-awarded "Management 



Improvement Project," led by Management Sciences for Health (MSH). This project 
focused primarily on developing a system for pharmaceutical logistics as well as a com- 
puterized personnel system. 

3. Phase 11 171 (1984 - 1991): Assistance to Family Planning 
and Demographic Issues 

The situation in Morocco evolved markedly after the first two projects. At the political 
level, there was no longer a feeling of ambivalence towards family planning and its 
acceptability among the general population increased. The MOH continued its aggres- 
sive push forward with family planning, expanding FP activities to include the private 
sector. 

The amount of USAID assistance for family planning during this period increased 
(US$26, 210,000), and demonstrated the increasing commitment of USAID to the 
NFPP. This assistance covered the purchase of contraceptives (US$7 million), expan- 
sion of the VDMS program to 10 additional provinces with the purchase of 375 mopeds 
for itinerant nurses, and support for voluntary surgical contraception (VSC) and IEC 
campaigns with AMPF. Child survival activities appeared for the first time, notably 
assistance for the national campaigns for vaccination and prevention of diarrheal dis- 
eases. 

For the first time, a strategy involving the private sector was developed. In 1989, a 
social marketing program was launched for the introduction of the "Protex" condom. 
Initially, "Protex" was aimed at businesses through a US$2 million project with OCP 
(Ofice chLrz$en des phosphates) and CHELCO (a textile business). 

4. Phase IV/Project #608-0198 (1989 - 1996): Assistance for Family Planning 
and Child Survival 

Phase IV was characterized by an excellent relationship between the MOH and USAID. 
The amount of assistance increased to US$31 million of which US$12 million was ear- 
marked for contraceptive commodities. Between Phase I11 and Phase IV there was an 
overlap of activities; many activities, such as the construction of Referral Centers, refrig- 
erated chambers, and provincial warehouses, which were scheduled to occur in Phase I11 
(and some even earlier during Phases I and 11), were delayed until Phase IV. 

This phase included: 

@ Increased private sector involvement (for the purpose of diversifying sources of 
service offerings), with the launching of an oral contraceptive " Kinat A1 Hilal," as 
part of the social marketing program; 

@ Support to child survival activities aimed at increasing immunization coverage, 
reducing infant mortality caused by diarrheal disease, and improving the quality of 
prenatal consultations; 



@ Increased access to health services through the purchase of 44 vehicles, 400 
mopeds, 775 metal cases (for itinerant nurses), and 775 helmets for itinerant nurses; 

@ Construction of two Referral Centers at the University Hospitals in Rabat and 
Casablanca as well as 20 VSC provincial units; 

@ Creation of nine regional family planning training centers, in order to decentralize 
training; 

@ Provision of solar power to 82 rural dispensaries and health centers, previously 
without electricity, to improve the quality of services provided as well as the living 
conditions of the health professionals; 

@ Significant purchase of medical and office equipment; 
@ Design of the health information system for the MCH-FP program and inclusion 

of management and research aspects in action plans; and 
@ Introduction to "policy" issues including hospital cost-recovery, health policy 

reform, and extension of health insurance with the POLICY Project. 

5. hase VProject #608 0223 (1993 - 2000): Assistance for Family Planning 
and Maternal-Child 

Assistance increased to US$52 million during this period, which was originally sched- 
uled as 1993-1 999, but was later extended to 2000. This was the last phase of bilateral 
assistance between USAID and the MOH. It included two primary objectives: increased 
utilization of FP1MCE-I services and the sustainability of those services. During this 
phase, in 1996, a transition plan was developed, addressing sustainability and maintain- 
ing capabilities. The USAID-funded projects under Phase V were the most important in 
financial terms, as well as in the provision of technical assistance and equipment. For 
the first time, maternal health was addressed in the title of the project. The reduction of 
maternal mortality was given priority and two major interventions were developed as a 
result: 

@ A national communication strategy to increase awareness among policy- 
makers and the general population on the gravity of maternal mortality and 
spread the message that women need not die in childbirth; and 

@ A pilot project aimed at improving emergency obstetrical care in the regions 
of F6s-Boulemane and Taza-A1 Hoceima-Taounate. 

During this phase of assistance, the IEC Department was given a total of US$5 million 
(in contrast to a total budget of US$700,000 during Phase 111), and expanded more than 
ever. 

Construction of several facilities already programmed in Phase IV was also finalized, 
including eight Referral Centers, 19 community health centers, a warehouse in Salk, and 
renovation of warehouses in Casablanca and Agadir (see Table 2). A total of 180 vehi- 
cles were also purchased to strengthen the mobile strategy. 



ble 2. Construction (Re 

Type of Building 
Family Planning Referral Centers 

Rural Health Centers (Centre de Santi 
Rural, CSR)) 

Rural Dispensaries (Dispensaire Rural, 
DR) 

Provincial Automotive Garages 

Warehouses 

Location 
e Ain Chock 
e University Hospital Center (Centre 

I-lospitaliBre Universitaire - CHU) 
Rabat 

* CHU Casablanca 
Chaouen 

0 El Fida 
* Khouribga 
* Larrache 
* Rabat (Chellah) 

Taounate 
* Tktouan 

* Tanaltoub 
* Jebha 
e Beni Arous 

Rissana 
e Tahar-Souk 
* Khenis Anjra 

* BCni Ounsar 
e Bani Gmil 
* Snada 

Sebt Gorfet 
e Kariat 

Boudinar 
* Driouch 
0 Khlalfa 
* Bouarous 

Bouchabel 
0 Bab Mrouj 
* Ajdir 
* Beni Hassan 

0 Khouribga 
* Sidi Kacem 
* Taounate 
* Errachidia 

Casablanca (2) 
* Salk 



For the first time, the amount allotted by the MOH ($108 million) was included in the 
total project budget. A total of 60 percent of the MOH funds covered salaries and six 
percent covered contraceptives. During this phase, John Snow, Inc. (JSI) was the 
American institutional contractor responsible for managing the project. 

ey Interventions Sup 
alth, and Nutrition 

The final phase of USAID's assistance to Morocco includes a sum of US$16 million and 
covers the period 2000 - 2004. It is currently being implemented and is not discussed in 
this document. This agreement falls under the MOH's decentralization initiative within 
its strategy of developing the health sector, focusing on two regions, Sous-Massa-Draa 
and Tangers-Tetouan, and includes: 

@ Decentralization of basic health services in the two regions; and 
Provision of reproductive and child health services in the private sector at the 
national level. 

Support activities include technical assistance and research studies. A mid-project eval- 
uation and a Demographic and Health Survey (DHS) are programmed for 2002. 

B. Evolution of the MQHIUSAID Strategic Approach 

The relationship between USAlD and the MOH began slowly, with an initial investment 
of US$3 million, but culminated in US$52 million during Phase V. This relationship 
was characterized by: 

1. An Expansion of Issues A 

In the beginning, the focus was exclusively on family planning activities. Support for 
child survival did not begin until Phase IV, while support for the prevention of maternal 
mortality started even later, under Phase V. Concern over the organizational structure of 
the health system and policy considerations were not a central part of USAID's assistance 
until Phase IV. The last agreement, however, has sustainability as its main objective and 
focuses on assisting the MOH to improve the health system through its decentralization 
initiative. 

2. An Expansion of Activities 

The variety of programmatic activities increased over the different phases of USAID 
assistance. Little by little, a complementary package of activities was developed, 
including: construction; purchase of equipment, office furniture, and modes of 
transportation; provision of technical assistance and training; support for IEC; 
contraceptive logistics; information systems; and research. By Phase V, the Moroccan 
health system was capable of providing quality family planninglmaternal child health 
services that responded to the needs of the population. 



Most of USAID's agreements with the MOW operated under the Directorate of 
Population and the Director acted as the project director while the Directorate of 
Equipment handled all the construction aspects of the project. Over time and as project 
activities diversified, other departments of the MOW became involved including: the 
Directorate of Planning and Finance, Directorate of Epidemiology, Directorate of 
Hospitals and Ambulatory Care, and Directorate of Regulations and Disputes. By Phase 
IV, other new players became involved including representatives of the private sector, 
other social welfare departments within the government, associations, and professional 
organizations. At times, there were problems coordinating the efforts among the 
increasing number of partners. 

4. A Change in the 

USAID's concept of assistance evolved over time. At first, assistance was geared towards 
specific short-term projects with a set budget. By the middle of Phase V, USAID focused 
more on strategic objectives and measurable results. The idea of measuring results 
through indicators was introduced. Whereas previously project evaluations were done 
only at the mid-point and end of the project, data was now collected annually in order to 
monitor the project's performance. Washington demanded annual reports in exchange 
for releasing additional funds for program activities. This change in approach signified 
an increased understanding and greater oversight by USAID/Morocco over USAID 
central programs in Morocco. 

C. Sustaina ility of Family laming and Child Survival Activities 

The issue of sustainability after USAID withdrawal of assistance has been a concern of 
USAID and the MOH since the beginning of bilateral support. Because of this concern, 
initial family planning activities were developed within existing operational structures 
within the MOI-I. During Phase V, priority was given to sustainability issues and a 
transition plan was developed based on the gradual withdrawal of USAID support 
without compromising capabilities. A list of criteria defining priority areas and 
interventions has been developed to better identify areas needing support in order to 
guarantee the continual provision of FPIMCH services. USAID continues to support 
limited interventions that will allow the MOH to offer basic health services with 
decreased donor assistance. The two partners have begun a plan of gradual transfer of 
financial support for health programs from USAID to the MOH. As part of the last 
bilateral agreement, one of the key indicators measuring sustainability was the amount 
of financial commitment by the MOH. The contribution by the private sector was also 
one of the key indicators (e.g., in 1992, 34 percent of contraceptives and 13 percent of 
ORS packages were provided by the private sector). 



The financial transfer plan developed between USAID and the MOH included the 
following timeline: 

1990: Complete transfer of VDMS expenses to the MOH; 
1990-1995: Progressive decrease of USAID support for gas and automotive spare 
parts; 
1995: Purchasing of contraceptives starts to be gradually transferred to the MOH; 
1996: MOH purchases 100 percent of vaccinations and 23 percent of 
contraceptives; and 
2000: MOH purchases 100 percent of contraceptives. 

Present factors favoring sustainability: 

Increased access to quality FPMCH services that respond to the population's 
needs; 

0 Improved institutional environment for FPJMCH services in collaboration with 
Partners for Health Reform (PHR); 

@ Involvement of the private sector in the provision of FPMCH programs (including 
social marketing and a partnership for health project); 
Increasingly decentralized approach involving local health teams in problem solving; 

@ Viable basic and on-going training of health providers. In an effort to provide the 
most current information and best quality health care, training curricula for nurses 
and midwives have been updated to address RH problems. Curricula in medical 
schools have also been updated and a new focus placed on the health of women and 
children, thanks to a partnership involving the MOH, the medical school faculties 
from the universities of Rabat and Casablanca, USAID, and JHPIEGO. A national 
training strategy, adapted to fit the decentralized model, was also developed to 
better respond to regional and provincial training needs; 

@ Finally, the post-bilateral phase 2000-2004 consists of activities totaling 
$16,000,000, a much lower level than that of Phase V. This phase consists 
essentially of actions necessary for maintaining capabilities and consolidating 
institutional capacities. 

D. Phase-Over of Contraceptive Procurement 

Until 1995, USAID was responsible for all contraceptive purchases, and contraceptives 
were a major component of the different projects. Then, as part of the withdrawal of 
USAID support, the two partners developed plans for the procurement of contraceptives 
solely by the MOH. This plan outlined the amount to be contributed by each partner. It 
was conceived in Phase I1 and began to be implemented in Phase IV. Key players that 
helped develop this strategy included the MOH, USAID, JSI, PHR, POLICY, and FPLM. 



Several studies and tools were developed to ease the transfer of this procurement respon- 
sibility: 

Development of advocacy materials aimed at increasing awareness among policy 
makers for the need to dedicate sufficient funds to the national FP program; 

e Conduct of a marketing segmentation study to evaluate the demand for FP and esti 
mate the needs of the program; 
Reduced customs and taxes on contraceptives (thanks to advocacy efforts); 
Marketing research on contraceptive availability in Morocco that revealed that the 
MOH would not get the same discounted prices on these supplies as did USAID 
(based on its larger-volume multi-country purchases); 

0 Study on contraceptive purchasing options which allowed the MOH to effect many 
purchases during this transition phase; 

0 Set-up of a system to estimate contraceptive needs based on Contraceptive 
Purchasing Tables (CPT); 

0 Conduct of a workshop on consolidating RH programs workshop in Marrakech in 
September 1998. Participants at this intersectoral workshop unanimously recom 
mended that an adequate budget be included in the government five-year economic 
plan to cover the needs of the family planning program. With FPLM assistance, the 
MOH was able to calculate necessary annual budgetary needs, keeping in mind the 
contributions from USAID, the EU and UNFPA; and 

0 Conduct of a final intersectoral conference in July 2000 to examine how to 
determine the costs of the RHIMCH program, how to reinforce partnerships, and 
how the new financial mechanisms should work. The Directorate of Population 
(DP) is now responsible for the purchase of all vaccinations and contraceptives and 
this comprises the majority of its budget. This will affect other program support 
activities handled by the DP. 

The gradual transfer of contraceptive procurement occurred as scheduled. (Since the 
initial groundwork began early, in 1994, it was likely to succeed.) The MOH fulfilled 
and even surpassed its original commitment. As of the year 2000, 100 percent of all 
public sector contraceptive procurement was done by the MOH and forecasting needs 
have been projected until the year 2004. However, it must be noted that the actual 
financing for the purchase of contraceptives is assured due to a loan from the World 
Bank. Increased advocacy efforts by those in charge of FP are necessary to ensure suffi- 
cient funds for contraceptive procurement post-2004. 

Many key players are concerned about this arrangement. Will the MOH have sufficient 
financial resources to cover future contraceptive needs? Will the MOW be able to con- 
tinue to provide contraceptives free of charge to the general population? May it instead 
need to limit free contraceptive distribution to the needier segments? What role can the 
private sector play in fulfilling contraceptive needs? Thus far, the MOH has had prob- 
lems procuring a homogeneous product offering, in particular for the pill. These changes 
have caused confusion for a public that has become accustomed over the past decades to 
certain methods (and brands). 



E. Management of USAID 

1, Key Management Players 

During the thirty years of cooperation between USAID and the MOH, the management 
of USAID-funded projects has evolved in relationship to the importance of these proj- 
ects. There have been many key management players: the MOH, USAID/Morocco, 
USAIDNashington, Cooperating Agencies (CAs), and institutional contractors. 

In the beginning, the role played by USAIDIWashington was significant because proj- 
ects were centrally funded by Washington and managed by CAs such as the CDC-man- 
aged FPLM project for contraceptive commodities, JHPIEGO and AVSC for VSC serv- 
ices, and MSH for management assistance. Other projects included The Future's Group 
OPTIONS, RAPID, and POLICY Projects for policy aspects, and SOMARC for contra- 
ceptive social marketing. Gradually, bilateral projects became more important and the 
role played by USAIDNashington was more one of monitoring the activities developed 
by USAID/Morocco. 

Each bilateral accord has an initial financial budget. Implementation is based on pre-set 
conditions for making funds available and letters of implementation which detail the 
activities to be carried out and the budgets allotted thereto. These are official documents 
signed by the two parties. There is a great deal of flexibility in managing the programs; 
budget adjustments are possible as long as both the MOH and USAID are consulted and 
approve any changes. USAIDNorocco plays an essential role in the day-to-day man- 
agement of USAID-funded projects. Along with its MOH counterparts, 
USAID/Morocco monitors the planning, implementation and evaluation of activities. 
USAID/Morocco is responsible for verifying that all activities conform to USAID poli- 
cies and procedures and communicates with USAIDIWashington on financial matters 
and project implementation. 

In the beginning, much of the expertise in budgetary and management matters came 
from USAIDNVashington. Over time, however, the Mission office had increased funds 
that they then managed directly according to the needs of the program. 

O The Ministry of Wealth 

Within the Ministry of Health, the Directorate of Population (DP) is USAID's key part- 
ner. The DP has been the recipient of the grants and the entity responsible for their 
implementation. The Director of the DP has always been the official director of the 
projects. 



As already mentioned, other MOH departments became involved in USAID-sponsored 
activities as the projects expanded; the Directorate of Hospitals and Ambulatory Care 
for quality assurance-related activities, the Directorate of Human Resources for training 
activities, the Directorate of Regulations and Disputes for legal and institutional aspects, 
and the Directorate of Epidemiology for STTiHIVlAIDS activities. 

The DP has played a fundamental role in the management and coordination of health 
activities. The DP's administrative team has accomplished a colossal amount; for exam- 
ple, this team was responsible for the payment of 4000 VDMS promoters and the moni- 
toring of all o'Fficia1 documentation related to the collaboration between USAID and the 
MOH. 

@ Institutional Contractors 

During the first four phases of USAID assistance, projects were managed mainly by the 
MOH and USAID/Morocco teams, with frequent short-term visits by institutional con- 
tractors and consultants. The number of such visits was often very high; for example, 
during Phase 111, 50 different consultants worked in Morocco and a total of 430 consult- 
ant days were charged during 1987 and 1988. This did not always facilitate the manage- 
ment of project activities. 

The MOH and USAID, often with only small local teams, were faced with an enormous 
amount of project-related work. Therefore, as the funding for USAID-sponsored proj- 
ects increased, it became necessary to establish more practical operating structures. An 
American institutional contractor was recruited to facilitate the management of USAID- 
sponsored projects during Phase V and during the Special Objective 7 Phase (with the 
exception of contraceptive procurement). 

RONCO began training assistance to the MOH during Phase I11 through short-term con- 
sultancies. SEATS was the first contractor to be based in Morocco, managing a modest 
portion of the PHASE IV project. JSI has been the largest resident contractor, managing 
the Phase V project as well as the current post-bilateral project. 

The responsibilities of the institutional contractors have included: 

Assisting the MOH and USAID in planning, implementing, and evaluating the 
programmatic and operational aspects of the project; 

* Managing project funds; 
Supporting the MOH in the acquisition and distribution of project equipment and 
materials; 
Providing technical assistance and technology transfer to the MOH teams; and 
Facilitating coordination among the MOH, USAID, and other CAs. 



This type of technical assistance has been useful in many ways: 

@ Since the contractor is based in Morocco, it has a long-term vision for the project 
and has had a greater understanding of the Moroccan context - which was not 
necessarily the case with previous consultants who came only for short-term 
assignments; 
The contractor's flexible management style facilitated rapid implementation of 
certain activities; 
The institutional contractor provides significant assistance in purchasing despite 
occasional delays; and 

@ Finally, the Phase V institutional contractor provided technical assistance in the 
areas of contraceptive logistics and the health information system, and IEC. (A 
resident IEC expert and the support of JHU-PCS helped the MOW develop large- 
scale FP and safe motherhood campaigns, strengthening institutional capacity in 
IEC .) 

There have also been some negative aspects associated with use of institutional 
contractors in Morocco: 

The institutional costs have been high, consuming up to 30 percent of the 
project's total budget; 
Contractor teams were sometimes perceived as replacing those of the MOW, 
which has caused some coordination problems. Provincial offices have 
occasionally complained that the contractor was going beyond its supporting role 
and becoming too much of a major player; 
The MOH and the consulting personnel had different administrative systems, 
which favored the consulting teams. These inequalities hindered teamwork; and 
According to the MOH teams, transfer of technical expertise was insufficient in 
some cases. 

anagement Procedures 

Management procedures for the cooperation between the MOH and USAlD were 
defined over time. By Phase IV, specific entities were established to work in a comple- 
mentary fashion with the different missions: 

+ Managing Committee 

The committee deals with the overall planning and monitoring of projects. It is a forum 
for discussions among the MOI-I, USAID, and their partners. Its members are 
representatives of various areas of the MOW, USAID, the private sector, and other 
organizations involved in the projects. Meetings are held annually, led by the Minister 
or the Secretary General. These meetings usually include the presentation of new 
projects, action plans, and the evaluation of various efforts. The committee is 
responsible for managing project implementation, reviewing results as compared to 
original objectives, and recommending necessary changes. 



The unit's principal responsibility is the coordination and monitoring of the project. 
Members include the managers of the MOH divisions and offices responsible for project 
activities, representatives of USAID, the project head, and representatives or any con- 
sultants involved. In certain cases, international experts, and CA representatives 
involved in the projects are invited to the meetings when they are in Morocco. Bi-week- 
ly or monthly meetings, of two to three hours in length, are led by the Director of 
Population. The agenda is jointly agreed upon between the MOH and USAID and is 
sent to participants a few days before the scheduled meeting date. The generally friend- 
ly and frank discussions focus on the operational aspect of program activities, the rais- 
ing of problem situations, and the proposal of solutions which will allow the action 
plans to be carried out in a timely manner. The sessions can also be a forum for presen- 
tations on a specific effort, evaluations, or sub-projects. Minutes of the meetings, 
including the principal decisions, are sent to the members. This process facilitates coor- 
dinated planning among the partners and others involved. 

Q Organization of Periodic Group Retreats 

Once or twice a year, the MOH and USAID organize meetings for planning new proj- 
ects, preparing action plans, and evaluating the status of projects. These retreats are 
usually held outside Rabat. 

IV. THE PRINCIPAL COMPONENTS OF T E NATIONAL FAMILY 
PLANNING PROGRAM 

Over the years, the NFPP has evolved and been continually reinforced. The administra- 
tors have systematically developed new program components in order to offer quality 
service according to the needs of the population. Many complementary strategies and 
activities have been established in a wide range of areas. 

The attitude and perceptions of the general public toward FP have been taken into con- 
sideration since the start of the program. FP leaders have been careful not to provoke 
those who are more traditional and conservative as well as certain religious and political 
groups. The program has evolved smoothly, in step with the evolution of attitudes 
toward more openness and greater acceptance. All these considerations have been taken 
into account in the program initiatives. 

A. An Innovative Start-up Strategy: VDMS 

This innovative strategy, based on regular home-visits, marked a high point in the histo- 
ry of the NFPP (see Box 1). It was designed to increase the availability of family plan- 
ning services directly at the household level and it helped to strengthen ties between the 
community and health professionals. Start-up was not easy, occurring during a period of 
temporary tension between MOH and USAID representatives. Based on experiences in 



other countries, USAID pushed for community-based distribution of services (CBD), 
while MOH officials were skeptical about the acceptance of such a strategy in a rather 
traditional Muslim society. The partners finally reached an agreement and a pilot proj- 
ect was set up in Marrakech to study this approach from July 1977 to December 1980. 
The objective was to test the acceptability and usefulness of the direct distribution of 
contraceptive services and products. 

1. The VDMS Model 

Itinerant health workers (MOH nurses) visited families, collecting data on women of 
reproductive age. They gathered information on their fertility history, screened them for 
contraindications for contraceptive use, and took care of the women who wished to fol- 
low one of the methods. Based on each individual case, a nurse gave contraceptive 
advice, distributed pills or condoms, or referred the woman to the closest health center 
for the insertion of an IUD. Scheduled quarterly follow-up visits allowed the health pro- 
fessionals to see new women and to monitor existing clients, providing them with three 
cycles of pills or 20 condoms. 

2. Results 

The pilot project showed two things: that family planning was widely accepted and that 
the health agents were able to provide efficient service without generating complaints 
from either women or the community in general. Nurses, rather than doctors, were able 
to offer such services without risk to their clients because of the checklists they followed. 

Box 1. Contribution of VD S to the National Family Planning Program 

VDMS was the first mutually-agreed-upon family planning effort between the 
Ministry of Health and USAID, and it marked the beginning of a productive 
working relationship between the two partners. 
The Marrakech pilot test showed that the Moroccan population accepted family 
planning. 
Government officials made a stronger commitment and were more confident in 
developing FP activities. This was the true take-off of the FP program. The 
success in this phase led to feelings of pride and accomplishment within the MOH 
in the area of FP. 
The strategy was successful in "paramedicalyzing" family planning; moving it 
beyond a clinic-based, physician-dominated service and establishing it as an 
important component of government health services. 
It reinforced the value of the itinerant health worker and the mobile strategy 
It contributed to building a better knowledge of the population and in defining 
areas of coverage. 
It led to the development of an integrated maternal and child health package for an 
isolated, mostly needy population. 
Because of VDMS, Morocco became internationally known as a country willing to 
try innovative strategies which produced promising results. 



3. Expansion of VD 

Due to the success of this initiative, it was gradually expanded to other provinces: 16 
under Phase II,49 under Phase 111, and to 51 of Morocco's then 60 provinces under 
Phase IV. The expansion not only increased geographic coverage, but also better target- 
ed segments of the population, orienting services toward the more isolated and needy 
groups. The range of services also increased. The expanded VDMS project included 
family planning as well as several maternal and child health (MCH) interventions such 
as breastfeeding promotion, immunization referral, iron and vitamin supplements for 
pregnant or lactating women, and distribution of Actamine 5 (a locally produced wean- 
ing food). 

4. VDMS Cost 

It is difficult to measure the exact cost of this activity because of the nature of the work 
and the personnel. USAID was the principal backer and its funds allowed for the pur- 
chase of mopeds, along with their maintenancehepair expenses and gasoline. The funds 
also covered the purchase of contraceptives and Actamine 5, the training of the health 
agents, and their per diem allotments (indemnitks). The MOH paid for the health 
agents' salaries. To a lesser degree, two other donors participated in the program, 
UNFPA and UNICEF. In 1988, the annual cost of VDMS was estimated at DH 
83,603,749 (US$ lO,25 1,964) divided as follows: 46 percent salaries, 20 percent debt 
repayment, 20 percent FP and MCH products, 11 percent per diem allotments, 3 percent 
gasoline, and less than 1 percent for training. 

5. Difficulties Encountered 

A mid-term evaluation identified several problems. Some outreach workers had incom- 
plete or inaccurate knowledge about family planning and lacked the ability to solve 
problems on their own. Training programs were put in place to improve their capabili- 
ties. Certain areas were not readily accessible due to rugged terrain, bad weather and/or 
frequent moped breakdowns. The information system was inadequate (but has since 
been revised). 

6. Evolution 

Since 1990, the VDMS system has gradually diminished in importance, although it has 
not disappeared entirely. The MOH withdrew VDMS from urban areas and cut back on 
household visits in areas served by MOH fixed facilities or the private sector. The ranks 
of itinerant health workers thinned, as a new generation of nurses aspired to a higher 
level of clinical training and greater job opportunities. Two major elements for the moti- 
vation of the health agents were gradually reduced: the monthly per diem payments and 
the gas coupons. The model, which was essential in gaining widespread acceptance of 
family planning in Morocco, was no longer needed to pursue the goals of the program. 



Indeed, the current strategy to reach remote areas with the mobile teams can be seen as 
a spin-off of VDMS; it serves the same outreach function but at a lower cost-per-client. 
(Mobile teams visit predetermined locations where people congregate on specific days 
to receive health services.) The mobile strategy was an important component of Phase 
IV and received subsequent financial support from USAID during Phase V. 

Newer strategies have emerged to meet the needs of a better informed and more 
demanding clientele. Currently, the MOH is re-evaluating its mobile health strategy in 
terms of sustainability and appropriateness. 

B. Policy and Strategies Adapted to the Moroccan Population 

After the startup of FP activities in Morocco, the administrators wished to develop serv- 
ice offerings within pre-existing organizational structures and to integrate family plan- 
ning services with those of maternal and child health. 

VDMS was very innovative from the family planning point-of-view, but it in fact was 
based on a model already in existence: itinerant health workers in the fight against tuber- 
culosis and malaria. The program allowed health workers access to isolated communi- 
ties, so that they could provide not only contraceptives but other health services as well. 

The Moroccan and Tunisian models of FP service delivery are frequently compared. 
Like Tunisia, Morocco could have put in place a separate parapublic organization that 
dealt solely with family planning. Instead, it preferred to adopt a different model, one in 
which family planning was an integral part of programs targeting maternal and child 
health. The idea of integration has been a fundamental concept in the establishment of 
FP activities and has certainly contributed to the sustainability of the NFPP at a time of 
decreasing funding. 

At the start of the Moroccan-American cooperation, USAIDIWashington feared that 
such '"integrated programs9' were a way for uncommitted countries to raise funds and 
use them to develop the more popular MCH activities. In the case of Morocco, commit- 
ment to family planning has not wavered and this element has been key to the MCHIFP 
programs of the last twenty years. 

The MOH has done an excellent job of integrating service offerings at the local level. 
Clients use the FP and child health services at one center and are seen by the same per- 
sonnel. Management information systems are also integrated; for example, all routine 
service statistic forms include both MCH and FP. IEC campaigns cover FP, safe moth- 
erhood, and, to a lesser extent, the prevention of STIIHIVIAIDS. 

These days, it is viewed as desirable to integrate family planning with other MCH and 
reproductive health services. At the outset of the partnership, Moroccan officials had to 
fight for a general integration model, holding out against pressure from Washington that 
favored a more vertical approach to FP service delivery. Ironically, 20 years later in the 



post-Cairo period, we are asking the reverse question: Are all components of the 
program sufficiently integrated? 

C. Diversified re to Increase Access to Fa 

In parallel with the ground-breaking VDMS effort, several buildings were renovated or 
constructed in both urban and rural areas (See Table 2), with the cooperation of USAID, 
the World Bank, and MOH funds. The quality of the Moroccan health service network 
facilitated the establishment of the FP program greatly. FP services thus became avail- 
able in dispensaries, health centers, birthing centers, and urban and rural maternities. 

2. Specific FP Units 

In the course of the collaboration between the MOH and USAID and as the NFPP 
evolved, it was deemed necessary to build specific FP units. In order to give the 
program broader coverage, regional training centers, Referral Centers, VSC units, and 
contraceptive warehouses were funded under bilateral accords. 

d) CNFRH 

The Centre National pour la Formation en Reproduction Elumaine, CNFRH, (National 
Center for Training in Reproductive Health) was founded in Rabat in 1982 to train 
health personnel in FP. Several types of professionals were trained: gynecologists, 
general practitioners, and nurses. The training focused mainly on VSC techniques and 
the insertion of IUDs. The center also trained health professionals from many 
sub-Saharan African countries. 

The establishment of this national center of excellence in the provision of long-term clinical 
methods complemented the community-based approach of VDMS. Because it trained 
hundreds of doctors and nurses from Morocco and other francophone countries, the center 
helped Morocco gain international recognition for its leading role in clinical contraception. 

For USAID, the establishment of the center was an essential first step in strengthening 
Moroccan capabilities so that VSC services could be expanded to regional hospitals 
throughout the country. However, clinical methods, including VSC, continue to be 
under-utilized in Morocco vis-8-vis the pill. Although the CNFRH as a "center of 
excellence" has brought prestige to the country, it has been unable to make long-term 
methods more popular. 

Between 1983 and 1991, the center completed a broad range of training programs and 
VSC procedures. It was also successful in establishing high-quality VSC services in 34 
provincial  hospital^.^ However, barriers to service delivery continued to exist, one of 
which was the number of visits a woman had to make simply to get the service. 



O Regional Training Centers 

Nine regional training centers were set up in the principal provinces of the kingdom 
(Agadir, Marrakech, Casa-Anfa, Casa-Ain-Sebaa, Tktouan, Fes, Kknitra, Meknks and 
Oujda). The idea was to decentralize FP training, especially for IUDs. The centers did 
not have a legal status but rather were administrative in nature. Three types of entities 
collaborated in the training: the Referral Centers, health career training institutes, and 
the provincial obstetric and gynecological services. The centers trained many thousands 
of health professionals and are still in operation. 

O Referral Centers 

In the first phase of the project, it was planned that 13 provincial centers would be built, 
with an additional one attached to the maternity section of the University Hospital 
Center in Rabat (see Table 2). The centers' mission was to acquaint the public with the 
issues of family planning and to develop FP activities appropriate for postpartum 
women. The centers also were meant to handle any complicated cases (including the 
management of side effects) and refer difficult cases to the Rabat center. In practice, 
each provincial health officer had a different idea on the exact functions the centers 
should serve, and staffing was not always adequate for them to perform all the functions 
cited above. A total of 27 referral centers were built over the phases of USAID 
assistance, of which 10 were built during Phase IV.738 

O Construction and Refurbishment of Contraceptive Warehouses 

To improve the management and distribution of contraceptives, Phase IV of the 
MOHKJSAID project called for the renovation of the Casablanca national warehouse 
and the construction and equipment of a satellite warehouse at Salk. This latter unit is a 
regional warehouse serving the north of Morocco. Another regional warehouse was 
renovated in Agadir to stock both contraceptives and other medications. It will be tested 
during the post-bilateral project and will provide coverage for the southern part of the 
country. 

A great deal of equipment was purchased: four forklifts, maintenance equipment 
(palettes and shelving), and the computerization of inventory management. The project 
also improved conditions for the distribution of contraceptives and vaccines through the 
purchase of six trucks and a refrigeration chamber at the Salk warehouse. 



ider Range of Contrace ethods and a Logistics 

1. Different Methods Offered by 

Over time, the NFPP ensured the availability of all contraceptive methods at its urban as 
well as rural health centers. 

The NFPP was put in place oficially within the Ministry of Health in February,1966. 
The pill was the second product to be introduced, in September 1968, after an 
inconclusive experience with IUDs. The number of users of the pill grew very rapidly, 
and surpassed those of the IUD by 1970. Since then, its popularity has continued to 
increase and the number of users has grown progressively, beyond all expectations. 
Today the pill is the most popular and best-accepted method among Moroccan women. 
It is the leading method in Morocco, representing over 60 percent of total contraceptive 
usage. 

Two major initiatives at the outset of the program contributed to this dominance: efforts 
of the IPPF affiliate, AMPF (founded in 197 I), and the VDMS strategy. 

Because of AMPF's contacts with the international network of IPPF affiliates, 
this private organization introduced the first community-based distribution effort 
in 1974. A few years after its creation, AMPF had a greater clientele than that of 
the government establishments. Subsequently, AMPF diminished in importance 
in both the policy and service realms; this was partially due to policies that 
favored the investment of resources in the public sector. 
The VDMS strategy, which was based on the distribution of the pill and condoms 
by paramedical personnel in both urban and rural areas, is largely responsible for 
the knowledge and acceptance of the pill by Moroccan women. 

The dominance of the pill has often been felt to be a negative factor in the NFPP, and 
major efforts have been approved to shift the range of products toward longer-term 
methods. 

+ The IUD 

The IUD was the first contraceptive method introduced in Morocco. The five-year plan 
covering the period from 1968 to 1972 called for the insertion of 500,000 IUDs. This 
number proved to be far too ambitious in relation to the efforts made on its behalf. Too 
few doctors were trained in family planning and the ability to manage side effects was 
insufficient. As previously mentioned, only 40,000 women had accepted the IUD from 
government clinics by 1 970.9 



Progress proved difficult. Although over 1,300 physicians and nurses were trained in 
IUD insertion, the proportion of users opting for the IUD barely rose between 1987, 
1992, and 1995 (from 8 percent in 1987 and 1992 to 9 percent of all users in 1995). lo 

Similarly, the percentage of users that chose female sterilization remained fairly 
stagnant: 6, 7, and 8 percent of all users on these same three surveys.ll 

The Referral Centers, which were originally set up to improve the availability of IUDs 
and sterilization at the provincial level, ended up duplicating the services available at the 
health center. 

Phase V prioritized activities aimed at increasing the acceptance and usage of longer- 
term methods. During this period, more advanced medical-technical equipment was 
purchased and a qualitative study on the attitudes of women toward the IUD was 
performed, in collaboration with the EVALUATION Project. The goal was to try to 
identify the factors leading to resistance to the IUD. 

In 1999, several training sessions were conducted at nine regional training centers on the 
insertion of IUDs and IEC counseling. Over 450 service providers were trained, and 
follow-up supervisory visits were made to determine the impact of training on service 
delivery. IEC produced training materials, in particular a counseling video "Sahel 
Mahel," for use by health workers. During the same period, the Social Marketing 
Program "A1 Hilal" released television spots on long-term methods. The MOH 
conducted an evaluation to measure the extent of "early withdrawals," which proved to 
be lower (8 percent) than expected (1  5 percent). 

+ Condoms 

Condoms were introduced in Morocco in 1969. In spite of the known resistance of men 
to using condoms, the acceptability of this method grew over time, thanks to the Social 
Marketing Program for the promotion of contraceptives and the efforts of the 
STI/HIV/AIDS prevention program. Usage became increasingly less taboo, especially 
among young people. 

+ Injectables 

Injectables were introduced in September 1994, at 12 centers, and, by 1996, in all 
provinces. Training sessions were organized to make health workers aware of this new 
method. Booklets on the methodology and side effects were distributed widely in all the 
health centers. Nevertheless, the acceptance of injectables by Moroccan women was 
relatively limited and health professionals, especially doctors, resisted this method. 

There remains a great deal of work to be done to make the public aware of injectables 
and to provide counseling to increase their acceptance. There needs to be an 
improvement in the ability of health professionals to deal with side effects. Since this is 
a decidedly different method, a specific strategy needs to be developed to establish it 
within the NFPP. With this in mind, the MOH and Commercial Marketing Strategies 



(CMS) are working on improving the brand image of injectables. A study on injectables 
showed a discontinuation of 64 percent (compared to the expected level of 50 percent) 
of women, who failed to return for the third injection and were presumed to have 
discontinued. 

+ Norplant 

In order to broaden the range of methods available, Norplant was first introduced to 
Morocco in November 1992, in six centers in collaboration with AVSC, the Population 
Council, and JHPIEGO. Expansion of the method to 12 other centers was done in 1994. 
In spite of the training given health workers, problems arose due to the fact that the pro- 
gram generated greater demand than could be supplied. Trained personnel were lacking, 
especially for removal.12 

In 1996, an evaluation of Norplant activities was conducted, with inconclusive results. 
For mainly financial reasons, the MOH decided to remove Norplant from the method 
mix. 

O Voluntary Surgical Contraception 

This method was introduced to Morocco in 1982 by the CNFRH in Rabat. The center 
was able to establish high-quality VSC services based on the efforts of university train- 
ers who were well-known to health professionals at the local level. 

The introduction of the method was based on several components: 

@ The training of multidisciplinary teams (doctors, anesthetists, nurses) to do VSC 
using laparoscopy, and to maintain the relatively sophisticated equipment; 

@ Team visits by trainers and NFPP officials to inaugurate the new VSC units; and 
Supervisory visits to monitor the management and quality of the services 
provided by the units. 

The number of VSC recipients increased gradually from 1982 to 1995 with a peak in 
1994-95, coinciding with the launch of the national FP media campaigns. After that 
time, however, there were difficulties with VSC activities and the number of users 
stagnated (see Figure 1). 



Figure 1. Number of VSCs Performed Annually - 1982 - 1998 

Several reasons can be cited for the under-utilization of VSC: 

Religious considerations. Since it is irreversible, VSC is condemned by Islam. 
In their speeches on the method, health professionals always emphasize that it 
will protect the health of the mother. This aversion to female surgical 
contraception on religious grounds is manifest in the lack of interest among key 
medical personnel in "popularizing" the mini-lap procedure. It is instructive that 
no Muslim country except Iran has high levels of female surgical contraception 
(including Indonesia, which has been extremely aggressive in its promotion of 
family planning using other methods); 
The complete withdrawal of USAID (AVSC and JHPIEGO) support from the 
VSC program in 1996. Today this program does not have a solid source of 
funding. The transfer of this activity to the MOH has not been successful; 
The dominance of the use of laparoscopy. Health professionals are accustomed 
to this technique that was developed at the start of the program. As a result, they 
have shown great resistance to using mini-lapotomy, in spite of strong 
recommendations by USAID over the course of various visits. University 
professors consider mini-lapotomy to be a less advanced technique. The 
Moroccan program has favored laparoscopy over mini-lapotomy since the start. 
It appears that it will be extremely difficult to change course after over 13 years 
of using laparoscopy almost exclusively; 
The relatively long lag time between the first client visit and actual surgery. 
Many appointments are missed, for various reasons. This discourages women 
who may have to travel long distances for the visits. In addition, communication 
between the more distant centers and the VSC unit is often difficult; 
The turnover of trained personnel, who go to other governmental entities (which 
do not offer VSC) or who join the private sector. 
The lack of supplies and adequate maintenance of equipment, all of which has 
been imported and is not available on the Moroccan market; and 
The introduction to Morocco of alternative methods, such as the IUD and 
injectables. 



00th functioning of 
ss, it was essential to 

USAIDNVashington, greatly strengthened its contraceptive logistics system. The old 
"push" system (orders handled by a central office) has been replaced by the "pull" 
system (orders placed by users based on past usage and available inventory). Thousands 
of health professionals have been trained in the new system, and have been given 
manuals and other material for ordering and monitoring stock. 

Procedures have been standardized and institutionalized, thus assuring the flow of 
commodities to all levels of the MOE-I service delivery network. The system has 
considerably improved the forecasting, purchasing, and warehousing of products. Two 
trucks acquired under the USAID projects have noticeably improved contraceptive 
distribution. The consistency of contraceptive supplies and the virtual lack of gaps in 
inventory have been of great benefit to the NFPP. 

Despite its success, some have criticized the vertical nature of the program. In fact, a 
separate Directorate in the Ministry manages the provision of essential drugs using a 
different system. The chronic problem of stock-outs of basic medicines in public health 
facilities is a key issue facing the MOH for implementation of Integrated Management of 
Childhood Illness (IMCI), STIIHIVIAIDS prevention, and other important programs. It 
is doubtful that the FP program would have achieved the current levels of contraceptive 
prevalence if it had relied on the general distribution system used for other medicines. 
This vertical approach may prove difficult to absorb into a more integrated system, with- 
out weakening program performance. The important thing to remember is that the MOH 
today has its own institutional capabilities for managing and purchasing contraceptives. 

E. Information, Monitoring and Evaluation Systems 

Morocco has a long tradition of collecting and using data for policy purposes and 
programmatic actions. In the early days of the policy debates over family planning, 
results from surveys provided the necessary evidence of high fertility levels in Morocco 
that threatened to reduce the achievements in socioeconomic development. Over the 
past 30 years and with strong support from USAID, the Ministry of Health has produced 
an impressive amount of data that has allowed program managers to document progress 
as well as identify areas for further work. National level surveys on fertility and family 
planning include the World Fertility Survey (1979/80), Contraceptive Prevalence Survey 
(1983/84), the DHS (1987 and 1992), the mini-DHS (panel study) in 1995, and the 
PAPCHILD Study in 1997. Data from large-scale national surveys are supplemented 
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During the mid-1980~~ SEIS collaborated on two activities: conducting surveys and 
providing regular data services. They were the host-country implementing agency for the 
1983-84 Contraceptive Prevalence Survey, done in collaboration with Westinghouse. The 
extensive training of SETS personnel for the DHS improved the technical capacity of this 
group for data collection, entry, cleaning, and processing. Moreover, this technical 
know-how has been exploited on a regular basis, with the conduct of subsequent DHS 
and other surveys. In addition, in 1988 SEIS participated in the design and 
implementation of a health information system that replaced the previous "accounting 
approach." 

In the 1990's, the NOH, with input from USAID-funded consultants, redesigned the health 
information system for the MCH-FP program. Key activities included reviewing the 
indicators, changing the forms, and training personnel throughout the country in their use. 

During this same period, the MOH worked with the EVALUATION Project to further 
improve the use of survey data and service statistics for program decision-making. The 
collaboration began with a study of quality of care in 1992, but branched out into 
numerous other activities. Morocco was one of the few countries in the world in which 
it was possible to measure the impact of the FP program through linking of data from 
the household DHS and facility-based survey. It was also the only DHS ever to attempt 
a "panel," that is, to re-interview the same respondents in two subsequent rounds of 
DHS data collection (1992 and 1995). 

With USAID's collaboration, the MOH has developed a state-of-the-art interactive 
computerized system that tracks service statistics across all programs and provinces. 
In addition, the MOH periodically conducts special studies on key topics of interest 
(quality of care, market segmentation, legal regulations, among others) to further 
supplement their understanding of program dynamics. Qualitative research has also 
been done to improve the targeting of programs (e.g., the public's perceptions of FP, the 
IUD, and men's attitudes regarding FP). 

nical Capacity 

Training health professionals has been a key component of all the phases of the 
MOHAJSAID partnership. It has had several forms, according to the needs of the 



projects. Subjects have included the technical aspects of family planning, contraceptive 
logistics, IEC counseling, management, information technology, and monitoring1 
research. Both pre-service and ongoing training programs have been improved. 

Most training sessions have been held at the MOH in Rabat, especially those for 
instructors, but many sessions were also held at the provincial level. Data on the sessions 
is incomplete, but Tables 3-5 give an idea of the importance assigned to training. 

Nurses 
Total 

According to a 1983 project evaluation summary, the training component was one of the 
most successful elements of USAID's assistance to the MOH.13 The MOH was 
continually pleased with the quality of USAID technical assistance to support in-country 
training activities and to successfully incorporate a skills-based approach in both its 
formal nursing curricula and in-service training programs. By 1984, trained nurses 
offered IUD insertion in over 500 health facilities.I4 

Clinical Skills 780 903 595 60 2338 

The Moroccans recognized early on that it was essential to develop a strong base of 
managerial and technical skills to support their growing family planning program. The 
Moroccan leadership, in collaboration with USAIDIMorocco, opted to systematically 
develop a strong cadre of leaders and managers who would insure the growth of the 
program over the years. 

IEC 
Management Skills 

In 1982, USAID Morocco awarded a contract to MSH to improve management capacity. 
This contract did not focus on family planning per se, but took a wider approach to the 
improvement of health services in general. 

497 
455 

27 - 1 
548 

996 
1326 

336 
227 

2100 
2528 



The creation of the National School of Health Administration (Institut National 
d'Administration Sanitaire , INAS) in 1989 was a further demonstration of commitment 
to improving the management of health programs throughout Morocco. The primary 
function of this institute has been to provide two-year training to the provincial health 
officers (primarily physicians) who will serve as Delegates, the leading administrative 
post at the provincial level for health service delivery. The INAS training is similar to a 
Master of Public Health (MPH) in the United States, and it has produced an impressive 
group of individuals with the requisite managerial and technical skills. 

In Phase V, the PRIME project funded by USAID worked with the Directorate of Human 
Resources as well as the Directorate of Population to improve the quality and content of 
reproductive health training for nurses, both pre-service and in-service. While working to 
improve the skills of trainers, both at the national and regional levels, PRIME helped the 
MOH develop a national strategic plan for in-service training to prioritize and make more 
effective the large volume of in-service training they conduct every year. In this context, 
they also piloted a distance-learning approach for use by INAS to reach provincial health 
staff in a more efficient manner. While access to the Internet is still limited in many 
provincial health offices, this is a promising approach for the future. 

Pre-service training was also an important aspect of USAID7s assistance in Phase V. 
Interventions of the JHPIEGO Project resulted in the introduction of family planning 
training in the two Medical Faculties in Rabat and Casablanca. In addition, JHPIEGO 
provided training in teaching techniques for the faculty and provided a range of training 
materials for them to use. 

The training efforts have ensured that the MOI-I has highly competent upper and mid- 
level managers, who are largely responsible for the success of the program. 

G. Information, Education and Communication Activities (IEC) 

IEC efforts developed slowly under the USAID-funded projects. The program 
administrators showed a historic aversion to putting family planning in the spotlight. 
They also feared drawing unwanted negative press through the promotion of social 
marketing. But, these reasons alone do not completely explain the late start-up of IEC. 
The administrators were cautious with regard to IEC because they did not wish to create 
public demand for services that the health system was not ready to supply. The 
evaluation of the MOHKJSAID project at the end of Phase 111 emphasized the gaps in 
IEC in contrast to the impressive strides made in other areas. It was clear that it was 
time to give IEC the attention it deserved. 

During the 1990s important changes were made in the area of communications for all the 
key MOH health programs. With USAID financing, the MOH entered into a contract 
with Johns Hopkins University (JHU) from 1990-1991. In 1990, a national strategy on 
information was formulated and a national seminar to reach consensus on FP was 
organized in 1991 (for the first time) in Mohamadia; it was attended by all partners as 
well as representatives of other social ministries, NGOs, and the press. Output included a 



training curriculum for interpersonal communication and the preparation of written, 
audio, and TV material. The JHU contract was extended in 1993- 1996. 

1993-94 were important years for FP. For the first time in its history, the NFPP was 
center stage as "National Family Planning Weeks" were organized three years in a row, 
with the help of USAID. These media campaigns mobilized politicians, health profes- 
sionals, and the various partners around a theme that, until then, had been developed 
only for health workers within their organizations. The campaigns emphasized the 
importance of FP and this encouraged other partners. 

During Phase V, the highest priority was given to IEC, with a USAID budget of 
$5,000,000. The MOH received technical assistance from a full-time international IEC 
expert, under the partnership with JSI and JHU-PCS. Parallel and complementary IEC 
activities were developed related to FP and the reduction of maternal mortality. The 
MOH teams acquired skills in the creation, production, and distribution of audio-visual 
and written material. 

Thanks to the project, the IEC Division received "state of the art" technical equipment. 
This enabled the production of a great deal of material at low cost, for both FP and other 
MOH programs. Good relationships developed between MOH representatives and 
members of the Moroccan radio and television media which encouraged them to work 
together on broadcast productions. 

New subjects were addressed during this phase such as men's role in FP decision-making 
and the importance of dialogue between couples. For the first time, a qualitative survey 
was done on men's behaviors and attitudes toward the family, FP in general, and some 
FP methods in particular. 

A new area for the IEC Division that ended up being an important media event was the 
filming of a play addressing maternal mortality and family planning. This Moroccan 
film illustrated the dynamics of FP decision-making within the couple and was distrib- 
uted nationwide. Of particular note, the film was designed in the "enter-educate" style 
that JHU has promoted worldwide. 

In July 2000, the MOH sponsored an open house, at which it displayed the products of a 
decade of effort on the IEC front. The display was large and the quality of the materials 
high. Given that a decade earlier, IEC had been labeled the weakest part of the national 
program, the collaboration between the MOH and USAID since then deserves a great 
deal of credit for the impressive display of IEC materials. 



oration between the ublic and Private Sectors 

1. Social Marketing 

The launch of social marketing was a real turning point in the life of the NFPP. Program 
administrators had for a long time strongly resisted the promotion of FP methods through 
social marketing. However, once the success of the VDMS model proved the public's 
acceptance of FP, the administrators were ready for a new challenge. Under Phase 111, 
the Futures Group under SOMARC, worked with a local research firm ALCO. They laid 
the foundations for developing the Moroccan Social Marketing Program (MSMP). 

The program was launched in 1989 under Phase IV, as an active partnership among 
manufacturers, pharmacists, and distributors. The goals were to: 

* Find other financial support for the FP program, until then solely supplied by the 
public sector; 

* Involve the private sector in FP services; 
* Make low-cost, quality contraceptives available to needier populations; 

Increase the national contraceptive prevalence (just 36 percent in 1987); and 
Ensure long-term financial autonomy for the project. 

+ First Stage 

Condoms were the first contraceptive launched by the MSMP. It was a great challenge, 
since condoms were considered a taboo subject. Up to that point in time, the primary 
targets of the NFPP had been women, but now men were targeted for the first time. The 
PROTEX radio campaign developed the slogan "Family planning is also the 
responsibility of the man." The campaign used marketing techniques, including: 

* A communication strategy highlighting the role of men in choosing a 
contraceptive method; 

* A public relations campaign targeting governmental decision-makers, opinion 
leaders, and prescribers (as special role was reserved for pharmacists); and 

* A pricing policy that included a 3-condom package for DH6 ($0.50). 

A large-scale training program for 14,000 pharmacy sales personnel and 1,000 
pharmacists accompanied the launch. Protex is one of the NFPP7s great success stories. 
Though originally financed by USAID, it became self-supporting in 1993 due to the 30 
percent tax on sales revenue. 

O Second Stage 

In December 1992, in a country where oral contraceptives were well-known and widely 
used, the social marketing program launched the pill "Kinat A1 Hilal." The MSMP added 
new goals to its program: improving women's knowledge about the pill and its use, and 



reducing the number of "drop-outs." The effort, which benefited both the government and 
private sectors, was developed under a solid partnership among various groups: 

@ The National Federation of Pharmacists' Unions, which trained pharmacists and 
their assistants in the technical and counseling aspects of oral contraceptives; and 

@ The Moroccan Association of Pharmaceutical Industries that advertised and 
distributed the product, and monitored sales. 

The launch included a major training program for 1,200 sales people and 1,000 
pharmacists. Various educational materials were produced and distributed. Spots about 
the pill were aired for the first time on national television. Research was conducted to 
examine the public's perceptions and attitudes about the program and to adapt the 
communication strategies accordingly. 

At DH8 ($0.66) per pills' pack, success was immediate. Sales exceeded forecasts in the 
first year. Other pill brands also benefited from the communication campaign. Thus, 
Kinat A1 Hilal created new demand and broadened the general market for the pill. 

Due to a 10 percent reserve created from sales revenue for further promotion, the 
project, which was originally funded by USAID, became self-supporting in 1996. 

Third Stage 

Having been so successful in the first and second stages, the social marketing program 
decided to launch long-term methods, at a time when the MOH was also interested in 
promoting them. One of the key goals was to broaden the array of methods offered by 
the private sector. The injectable was introduced in 1997, priced at DH 34.40 ($3.00) 
and the IUD in 1998 at DH 50 ($4.50). 

The climate was less favorable for these two methods than it had been for the pill and 
condom campaigns, in terms of the public's knowledge and acceptance. Doctors were 
reticent to use injectables and did not know how to manage side effects since many had 
not been trained in their use. Under Phase V, however, 600 pharmacists and 150 general 
practitioners and gynecologists were trained in injectables and 1,000 private doctors in FP 
and IUD insertion. The training was done by the medical faculties at Rabat and 
Casablanca. Campaigns were organized to increase awareness and educational material 
was distributed and TV spots aired. Doctors received cue cards on managing the side 
effects of injectables and a poster on how to insert IUDs. 

The introduction of these methods was not very successful. The sales of injectables 
increased, but often clients gave them up because of the side effects. In spite of the 
tremendous amount of training and the affordable price, the number of IUD insertions 
by private doctors did not increase significantly. Some of the reasons for the difficulties 
were the lack of experience of the private sector, competition from the public sector, 
negative rumors about IUDs, and the lack of involvement of gynecologists at the start of 
the project. 



Since 1999, the Commercial Market Strategies Project, CMS, which is managed by a 
consortium of American CAs, is continuing the project. In addition to ensuring the 
maintenance of present capabilities, the primary mission of CMS is to strengthen the 
positioning of long-term methods in the private sector. The goal is to increase the 
participation of that sector in providing FP products and services. A broad action plan 
has been agreed upon with the MOH to meet that challenge. 

2. Partnership for 

Given the success of social marketing, an ambitious project was launched under Phase V 
to strengthen the role of the private sector in preventive services. The strategy called for 
a partnership among the MOH and various members of the broadly-defined private 
sector: doctors, nurses, midwives, professional associations, local communities, industry, 
other governmental departments, and private citizens. 

The goal was to involve these different partners in developing an FPIMCH healthcare 
package. Several attempts at developing micro projects were ineffectual and had 
problems. Goals were too ambitious, the private sector was not ready, and legal 
considerations complicated the situation. Based on an evaluation done in 1996, it was 
decided that only general practitioners would be involved - through the development of a 
network. At the same time, MSMP launched the IUD and needed these doctors to support 
it. Many activities were developed: training, marketing of preventive services, examina- 
tion of the sector's service quality, attempts at improving the organizational climate, 
research and evaluation. 

These activities had a relatively limited impact because of the problems the sector was 
experiencing. The development of an effective partnership was hindered by various 
constraints: financial, tax, geographical divisions, competition, limited consumer 
purchasing power, and insufficient social service coverage. Evidence demonstrates that 
any strategy involving the general practitioner needs to bear these constraints in mind, 
which the MOHJCMS project is now trying to do. The GP's role needs to be radically 
recast if he is to be a major partner in developing health services, be they for prevention 
or treatment. 

I .  Improvement of Healthcare Quality 

Improving the quality of FP services has always been a priority for the Moroccan MOH, 
which has tried to integrate it into all program activities. However, quality of care only 
truly came into the spotlight at the MOH in 1992, with the "Integrated Quality 
Management" initiative. Launched in five provinces, this initiative expanded to 14 sites 
by 1996 and to 53 sites by 1999.15 In parallel fashion, a number of different quality ini- 
tiatives were undertaken during the 1990s by different groups within the MOH or in 
other Ministries: team problem-solving exercises, the development of FP standards 
(guidelines), the IMCI approach for child health, procedure manuals for nurses, 
procedure manuals for labs, among others. To institutionalize Quality Assurance (QA), 



the Directorate of Hospitals and Ambulatory Care initiated the URC Quality Assurance 
Approach with support from USAID, in collaboration with multiple partners within and 
outside the MOH. These activities included: evaluating and capitalizing on the QA 
experiences in Morocco to date, awareness-raising at the regional level (1997), 
development of a manual and implementation of a training course for "training 
of trainers" in QA, two regional workshops to develop norms and standards, and the 
elaboration of a strategic document on the National Program for Quality Assurance 
(1999).16 

J. Strengthening the Institutional Environment 

Although policy reform was not identified as a separate element in the original 
MOHIUSAID project, it has been a key activity. It gained in importance during Phase 
IV and was further emphasized in Phase V due to concerns about the sustainability of 
the FPIMCH activities. With the help of the OPTIONS project, a study entitled the 
"Legal and Institutional Policy Study of the Practice of FP in Morocco," was conduct- 
ed. 

OPTIONS 11 also trained MOH personnel in techniques for advocacy and policy dia- 
logue (Powerpoint, equipment, and color transparencies), provided TA in decentraliza- 
tion issues, and developed a simple approach for tracking host country contribution. 

V. INDICATORS OF PROGRESS 

Three sources of data are available for tracking progress in family planning in Morocco: 

(1) The nationally representative surveys that were carried out in 1979, 1983-84, 
1987, 1992, 1995, and 1997; 

(2) The Family Planning Program Effort Index, developed by Berelson, Lapham, 
and Mauldin,I7 and continued by Ross and S t o ~ e r ; ] ~  and 

(3) Service statistics that measure different aspects of service utilization. 

Because of changes in the measurement of certain indicators over time and lack of 
universal reporting, service statistics are not particularly useful in tracking progress over 
a 25-year period. Thus, this section focuses on the results of the national level surveys 
and the Family Planning Program Effort Index. 

A. National LeveI Surveys 

The data in Figure 2 indicate a dramatic decline in the total fertility rate (TFR), from 7.0 
children in 1979-80 to 3.1 children in 1997. It is important to recognize that factors other 
than the national family planning program have also contributed to this decline. Figures 3 
and 4 illustrate the dramatic shifts in two key variables that are reflective of this trend: the 



mean age at marriage and the percent of women with a secondary education (both on the 
rise). 

Figure 2. Totat Fertility Rate Among Women of eproductive Age 
Over Time 
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Figure 3. Mean Age at First Marriage Among Women of 
Reproductive Age Over Time" 

* Only among married women 
All surveys are among women aged 25-49 except ENCP '83-84, which is among women aged 20-49 



Figure 4. Educational Level Among Women of Reproductive Age 
Over Time* 
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W n l y  among married women. 

The success of family planning in Morocco is best illustrated by the steady increase in 
contraceptive prevalence at the national level over time: from 19 percent in 1978-79 to 
58 percent in 1997, as shown in Figure 5.  This level of contraceptive prevalence puts 
Morocco in the category of "family planning success stories," although the most s 
uccessful countries worldwide have now reached levels of prevalence in the high 60s or 
low 70s. 



Figure 5. Contraceptive Prevalence Rate Among Women of 
Reproductive Age Over Time 
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Note: Modern methods consist of the pill, IUD, injections, vaginal foams, condoms, and female 
sterilization. Traditional includes all other methods. The total CPR for 1997 adds up to 58.5% when 
disaggregated by modern vs. traditional methods. 

Method mix has remained highly consistent over the past 20 years, as shown in Figure 
6. At every survey, the pill has dominated the method mix, constituting over 60 percent 
of all use at every survey. Traditional methods are second most prevalent (ranging from 
14 - 20 percent of use), followed by the IUD and female sterilization. Other methods 
have had low levels of use in Morocco. 



Figure 6. Method Mix Among Women of Reproductive Age by 
Survey 
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Morocco is one of the few countries with the necessary data to measure the impact of 
the family planning program on contraceptive use using "linked data" from household 
and facility-based surveys. Morocco had two surveys in 1992 and 1995 that allowed for 
the linking of household (individual) data with data on the family planning facilities 
available in the same clusters. The results of this analysis provided evidence that 
changes in the family planning supply environment during the three-year study period, 
in particular increased presence of nurses trained in family planning and the level of 
infrastructure at public clinics, played a significant role in the increased use of modern 
contraceptives.l9 In retrospect, this methodology might have been more powerful in 
demonstrating program effects, had the time interval between surveys been greater than 
three years. For example, many of the changes in the program may have occuned 
before 1992 and would not have been captured in this analysis with a "window" of 
1992-95 only. 

The majority of users (58-63 percent) in the past five national surveys obtained their 
contraception from the public sector, including hospitals, maternity clinics, health clin- 
ics, mobile outlets and home visits (VDMS) as shown in Figure 7. This percentage has 
remained relatively constant over time (if one assumes the 20 percent "other" for ENPS 
87 is a methodological artifact). Among those using the private sector, the percent 
obtaining their method from the pharmacy increased from 9 percent in 1987 to 31 per- 
cent in 1992, and continued to increase thereafter, reflecting the role of social marketing. 



Figure 7. Source of Modern Methods Among Women of Reproductive 
Age Who Are Currently Using Any Method: Private vs. Public Facilities 
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Public facilities include: hospitals, maternity clinics, health clinics, mobile outlets, and home visits. 
Private facilities include: AMPF, private clinics, pharmacies, and doctors. 
Other includes friends, family, and unknown 
*This is the source for the pill only 

. Family Planning Program Effort Index 

This index is designed to measure the strength of a national family planning program in 
four areas: policy, service delivery, record keeping, and methods. The data are based on 
information provided by 4-12 key informants per country. The 30 items on the instru- 
ment yield a possible score of 120, which is then reset to a scale of 100. 

Data are available for Morocco at five intervals: 1972, 1982, 1989, 1994, and 1999, as 
shown in Figure 8. The total score for Morocco increased steadily between 1972, 1982, 
1989, and 1994 (from 16 to 76), consistent with the steady progress described in this 
retrospective analysis. However, in 1999 the total score for program effort dropped back 
slightly (to 69). It is surprising that the overall FP program effort score actually 
decreased in 1999 after a steady rise over the previous 15 years. The decrease can be 
tracked to one (and only one) of the four components of the index: service delivery. 



Figure 8. Total Family Planning Program Effort Score Over Tim 

BI Total 

Nevertheless, the family planning program effort score - despite the dip in 1999 - 
captures the essence of a dynamic program that gained strength over time. It should be 
noted that some of the most successful programs in the world, such as Korea and 
Singapore, have also "lost ground" during their mature stage, when the momentum of 
popular demand takes over to sustain contraceptive use levels. 

VI. COST OF THE NATIONAL FAMILY PLANNING PROGRAM 

A. USAID Funding 

During the 30 years of FP cooperation, USAID has been the most important source of 
external funding. The total amount invested by USAID was $126,000,000 (see Table 6). 
Financing increased steadily from $3,000,000 under Phase I in 1971 to $52,000,000 in 
1999 under Phase V. The post-bilateral assistance approved by USAID, of $15,000,000, 
is not included in the present analysis. Currently in the implementation phase, it covers 
the period of 2000-2004 and is designed to ensure sustainability of FP/MCH activities 
and to consolidate capabilities in the public and private sectors. 

Phase Years Contribution 
Phase I 1971-1977 $3,000,000 
Phase I1 1978- 1985 14,000,000 
Phase I11 1984-1991 26,000,000 
Phase IV 1989- 1996 3 1,000,000 
Phase V 1994-2000 52,000,000 

Total f 971-2000 126,000,000 

It is difficult to calculate the annual budgets allotted to FPMCH activities because of the 
overlap of grant periods and their respective disbursements. Some activities have been 



transferred between Phases 111 and IV (e.g., construction requiring a long time period or 
supplies needed quickly). At the end of Phase IV, $1,000,000 was returned to 
Washington since the Phase V had already began. 

It is also hard to provide a breakdown of cost by individual activity since some areas, 
such as MCH or quality of management, affected several programs and funding came 
from various sources. 

In addition to the bilateral grants, USAID financed FP activities through centrally- 
managed projects with American CAs: FPLM, MSH, AVSC, JHPIEGO, to name a few. 
This type of effort was the basis of USAID support during the first years of cooperation 
with Morocco. We do not have accurate budget numbers for those projects. 

B. USAID Funding as a Percent of International Assistance for Family 
Planning 

In the area of family planning, USAID has been the predominant source of international 
assistance in Morocco over the past 30 years. UNFPA has also provided funding 
although more limited in scope. The World Bank contributed with the construction of 
health infrastructure (that benefited but was not specific to family planning). Likewise, 
the World Health Organization has provided technical assistance on a number of 
activities, which has tended to be broader than family planning alone. Other sources of 
international assistance have included the European Union, the Canadian International 
Development Agency (CIDA), and GTZ. 

C. Contribution of the MOH Toward the Total Costs of the FP Program 

Since the start of the NFPP, the MOH has always been responsible for: 

Personnel salaries and benefits; 
Basic training costs; 
General expenses (water, heat, electricity, telephone, telex); 
Land purchases for construction; 
Rent; 
Building construction and renovation (except for certain projects under 
grants); 
Depreciation of buildings, vehicles and equipment; 
Purchase of medications (except some specific grant expenses); 
Purchase of accessories for medical equipment and office furnishings; 
Purchase of fuel and parts for vehicle maintenance (except where specified 
under grants); and 
Insurance payments. 

USAID took care of the remaining programmatic costs (e.g., contraceptives, training, 
transport, fuel, some buildings, technical medical supplies, information systems, technical 
a s~ i s tance) .~~  



However, the exact contribution of the Ministry of Health was never calculated. It was 
only during Phase V, due to concerns about FPIMCH sustainability, that the MOH 
contribution appeared in the project budget as a formal commitment. It was estimated at 
$108,500,000, vs. $52,000,000 from USAID. Tables 7 and 8 below give an idea of the 
Phase V budget details for USAID and the Moroccan government. 

Expense 
Personnel 
Training 
EquipmentIFurnishings 
Local Expenses 
Project Management 
Evaluation, Audits, Research 
Unbudgeted & Inflation 

Amount 
66,494 

0 
0 

35,326 
0 
0 
0 

Percentage ::ii 
Expense Sub-Amount Amount Percentage 
Technical Assistance 
Training 
EquipmentIFurni shings 

Vehicles 
Electronic Equipment 
Technical Equipment 
Furnishings & Other 
Audio-visual Material 

Total Equipment/Furnishings 
Local Expenses 

Research & Studies 
Training & Seminars 
IEC Support 
Service Support 
Private Sector Support 
MIS Support 
Local Expense Outsourcing 

Total Local Expenses 
Project Management 
Evaluation, Audits, Research 
Unbudgeted & Inflation 
Contraceptive Products 
Grand Total 
* Adds up to more 100%. 

For the present and final accord (Special Objective 7), the budget clearly specifks the 
responsibility of the MOH for all expenses related to the purchase of contraceptives and 
vaccines, as stated in the transition plan. 



The MOH has honored, and even surpassed, its commitments with USAID. These have 
grown steadily through increasing budget allocations. As a result, the MOH has had 
sole responsibility for the purchase of contraceptives and vaccines since 2000. This 
may, however, pose problems for the MOH and have a negative impact on some of its 
other activities. At the present time, there is no budgetary provision for corollary 
FPMCH activities. The budget of the Directorate of Population is almost entirely 
designated for these purchases. 

EUS TO THE SUCCESS OF T E NATIONAL FAMILY PLANNING 

I. Nigh Level Political Support 

In Morocco, the launch of family planning enjoyed support from the highest levels. His 
Majesty the King Hassan I1 established population control as a priority in 1965 and 
reinforced his position with the repeal of the antiquated French laws opposing the sale 
and distribution of contraceptives in 1966. 

During the late 1960s and early 3 970s, the King and his advisors became less vocal 
about population issues, possibly to avoid confrontation with powerful interest groups 
during a politically turbulent period. Moreover, the early support from the King did not 
translate into commitment to implementing FP services at the operational level for over 
a decade. Notwithstanding, the words of the King are interpreted as law in Morocco, 
and his early, sustained support for this cause played a key role in suppressing the 
opposition that would otherwise have surfaced from political and religious groups. 

Family planning has benefited from the support of members of the royal family since its 
inception. This commitment has been shown by their appearance at national rallies. 
HRH Princess Lalla Meriem, daughter of the King and President of the Association 
Marocaine de Soutien a 1'UNICEF (Moroccan Association for the Support of UNICEF), 
has been of great assistance on MCH issues. As head of the Union Nationale des 
Femmes Marocaines (the National Society of Moroccan Women), Princess Lalla Meriem 
has served as patron to many social and cultural events. The royal family support over 
the years has contributed political capital to family planning as a program and has 
legitimized contraceptive use at the individual level. 

2. Sustained Initiative to Increase Access to Services in Rural Areas: VDMS 

Without a doubt, the VDMS program was the gem in the family planning crown in 
Morocco. This program effectively served to both educate a large percentage of the 
Moroccan population about family planning and child survival issues, as well as to 
provide immediate access to contraceptive products and selected child health 
interventions (oral dehydration salts, referral for immunization, nutrition surveillance, 
among others). Despite the relatively low levels of education of VDMS itinerant 
workers, they became the "family physicians" to many rural families benefiting from 



their services. The confidence they instilled and the trust they garnered from the 
community allowed them to approach controversial subjects such as family planning in a 
way that was acceptable to the local population. At the height of VDMS, the system 
covered more than 80 percent of the Moroccan population, including a substantial portion 
of rural areas.2' Although it is hard to say which of the factors on this list is most 
responsible for the success of the Moroccan program, the increased access to services 
that VDMS provided certainly is among the keys to the success of the Moroccan program. 

3. rogram on Existing Structures and Integrating 
Services 

Since the start-up of FP activities, Moroccan officials insisted on developing these 
services within existing structures. 

Morocco is often compared to Tunisia in terms of family planning. It might well have 
followed the Tunisian model of developing a separate para-statal organization that dealt 
exclusively with family planning. Instead, Morocco adopted a model whereby family 
planning remained an integral part of its MCHIFamily Planning program, thus 
increasing its sustainability in the period of shrinking funding for family planning. 

In the early days of family planning, USAID Washington often feared that such 
"integrated programs" were just a ruse for non-committed countries to accept family 
planning funds that would then be diverted to more popular MCH activities. In the case 
of Morocco, the commitment to family planning remained strong, and if anything, family 
planning drove much of the MCHlFamily Planning agenda over the past 20 years. 

The MOH has done an excellent job of integrating services at the local level. Clients 
have access to FP and child health services at the same center and are seen by the same 
personnel. The management information system is also integrated (e.g., all routine 
service statistics forms include both FP and MCH). IEC media campaigns cover FP, 
safe motherhood, and, to a lesser degree, the prevention of STIIHIVIAIDS. 

Although there are still cases where integration of family planning with other MCH and 
reproductive health services could stand improvement, the general model of integration 
has proven highly effective in the Moroccan context. 

4. Strategic Approaches to Enhancing the Acceptability of Family Planning 

Whereas family planning is a household word in Morocco these days, it certainly was not 
when the program was first initiated over 30 years ago. The Ministry of Health has been 
very strategic in its promotion of family planning, as the following examples indicate. 

@ The integration of family planning with child survival interventions under VDMS 
greatly enhanced the acceptability of the family planning component in rural areas 
of Morocco, where families faced multiple health problems. 



During the early years of the program, those in charge took the conscious decision 
to avoid media attention. They focused their efforts on strengthening healthcare, 
training health personnel, and emphasizing the benefits of FP to furthering MCH. 
In this way, they avoided negative reactions from political and religious groups. 

@ Similarly, decisions that could have caused discontent among MOH staff have 
been introduced gradually rather than abruptly to minimize disruption to the 
program. This was the case for phasing out gas coupons and indemnity payments 
for VDMS workers. In this way, program personnel, both in Rabat and at field 
level, were able to more gradually adjust to these changes in program activity 
without major disruption to the ongoing efforts. 

5. Availability of Free Contraceptives 

A key factor in the success of the NFPP is that it made free contraceptive services 
available at its health centers since the beginning of the program. In spite of the fact 
that an array of methods is offered, women continue to choose the pill. Attempts at 
diversifying the method mix toward a greater use of long-term methods have not been 
successful. Well-trained health professionals counsel clients so that they can make 
better-informed choices. Unfortunately, these services are not as readily available for 
men, which means that FP is still mainly a woman's responsibility. 

6. Committed Leadership and Capable Team Management 

Those in charge of the NFPP, both at the Head Office and in the field, have been 
completely committed to their tasks. They have contributed to the success of the program 
because of their dedication and desire to defend an often-controversial cause. It is clear 
from the international family planning literature that fledgling family planning programs 
fare best under high quality, sustained leadership, as in the case of Morocco. This drive to 
succeed influenced field personnel who worked diligently to achieve the program's 
objectives. 

Since the launch of the program, the program administrators have always viewed training 
health workers as a key component. Since both USAID and the MOH were convinced of 
its importance, training was an important part of the partnership. The program also 
benefited from the presence of capable multi-discipline teams that played a basic role in 
inculcating and maintaining expertise. 

7. Constructive Collaboration between the MOH and USAID 

Both the MOH administrators and the USAID representatives who have worked with the 
NFPP have maintained a deep involvement with FP activities and have demonstrated a 
strong will to succeed. The administrative entities that were established, such as the 
Managing Committee, Project Management Unit, and the periodic retreats, facilitated 
project management as it became increasingly complex. The two partners worked well 
as a team, and proved adaptable and flexible in implementing plans. International 
multi-discipline teams were often asked to do evaluations, which were used as a basis for 



continual adjustments in the FP efforts. These experts were also able to provide access 
to extensive research on different aspects of issues under discussion. The great flexibility 
and openness that have characterized the two partners' working relationship has been a 
major factor in the program's success. This close collaboration fostered the development 
of friendly relations and promoted an open dialogue among participants, both in 
Morocco and in the United States. USAIDM7ashington has an informal group known as 
"Friends of Morocco." 

. Adequate Funding 

During the last 30 years, the NFPP has not suffered from insufficient funding. The 
Moroccan government has always covered basic expenses, sometimes helped by loans 
from the World Bank. USAID has made major financial contributions to the program 
that have allowed the development of many and varied activities geared to the needs of 
the public. Between 1971 and 2000, USAID invested $126,000,000 in FPIMCH 
programs. Funds administered centrally from Washington, which were very important 
at the beginning of the working relationship, are not included in this amount. Thanks to 
USAID support, the NFPP has matured sufficiently that it should be able to overcome 
difficulties resulting from the ending of American aid. The benefits of FP are no longer 
questioned and the indisputable results of the NFPP will allow Moroccan administrators 
to argue their case for the necessary budgets. 

9. Use of Data to Inform Programmatic Actions 

Morocco has a long tradition of collecting and using data for policy purposes and 
programmatic actions. In the early days of the policy debates over family planning, results 
from surveys provided the necessary evidence of high fertility levels in Morocco that 
threatened to reduce the achievements in socioeconomic development. Over the past 30 
years and with strong support from USATD, the Ministry of Health has produced an 
impressive amount of data that has allowed program managers to document progress as 
well as identify areas for further work. Few countries in the developing world compare to 
Morocco in terms of quality and quantity of data available on family planning programs. 

. Involvement of the rivate Sector in FP Activities 

As in many developing countries, the major thrust for family planning in Morocco came 
from the public sector. From the early days, government took the lead in establishing 
policy and programs through the Ministry of Health. At that time, it was not deemed 
advisable to involve the private sector. Officials adopted a "grass roots" strategy with 
VDMS. They also preferred to develop FP activities within existing public health 
structures. 

Social marketing was only launched in 1988 under a partnership with SOMARC and 
ALCO. This approach, hitherto unknown in Morocco, started with the condom, which 
was considered a difficult product, likely to create resistance among the public. The 



social marketing campaign, with its slogan "It's a man's concern as well," yielded the 
double benefit of bringing the discussion of condoms out into the open and markedly 
increasing condom sales in pharmacies. The involvement of the private sector, which 
started with the condom campaign, was further strengthened in 1992 in campaigns for 
the pill, IUD, and injectables. 

VIII. ONGOING CHALLENGES 

Despite the notable success of family planning in Morocco, several issues must be 
addressed in the years to come: 

1. e Predominance of the Pill in the Moroccan Method 

From the early days of the program, the pill has represented over 60 percent of all method 
use in Morocco. Several factors explain this phenomenon. The VDMS system delivered 
pills and condoms (only), although they made referrals to the Referral Centers for IUD 
insertions. Thus, thousands of Moroccan couples were introduced to contraception in the 
form of the pill. It became synonymous with family planning, and its continued popularity 
appears to be a somewhat self-perpetuating process. (Women know about it from sisters 
and neighbors; they come to the clinic asking for it.) 

Given the level of pill usage, it is imperative to improve the way it is used, reduce the 
number of women who give it up, and better identify clients for whom it may be contra- 
indicated. In the post-Cairo period, service providers try to accommodate clients' 
wishes for a particular method, and this has further strengthened demand for the pill. 

IUDs have gained ground over the years, but very little in comparison to the pill. A 1996 
study indicated that rumors, fear of side effects, and service provider attitudes contributed 
to the lack of acceptance of the IUD.22 Service providers complain about the lack of 
means to deal with secondary effects of contraceptives, especially IUDs and injectables. 

NORPLANT was introduced but later withdrawn for logistical and financial reasons; 
officials considered this a failure. Female sterilization is not widely practiced, for 
reasons outlined in section 1V.D. 

Is the predominance of the pill a problem? In many developed countries (e.g., France), 
the pill is the contraceptive method most used by women. In a country like Morocco, 
with a high percentage of illiteracy, problems arise such as women forgetting to take the 
pill or doing so incorrectly, which can lead to a rise in unwanted pregnancies. 

Members of the international reproductive health community raise the question of 
provider bias, when any one method takes such dominance in the method mix.23 Others 
argue that as long as clients are getting what they want, no problem exists. However, 
evidence suggests that there is substantial demand for female sterilization, which the 
MOH is unwilling to actively promote on religious grounds and/or for fear of political 



backlash. In short, women in Morocco do not always have access to the full range of 
desired methods, and the program is constrained in expanding services in elective 
female sterilization, much less elective male sterilization (vasectomy). 

2. "Dropout" Rates 

As contraceptive use increases, "drop-outs" become a problem for FP programs. Forty 
percent of those who use the main four methods (pill, IUD, traditional, and other modern 
methods) give up contraception in the first year.24 The "drop-out9' rate reaches 59 percent 
by 24 months. Traditional methods have the highest rate (51 percent and 69 percent 
respectively), while the IUD has the lowest (just 17 percent at 12 months). A total of 39 
percent of women give up the pill after less than a year of use. The average usage period 
for the IUD is 34 months, but only 17.7 months for the pill. Since pill "drop-outs" occur 
generally during the first months of usage, health professionals should question why this 
happens and adjust treatment to the needs of the client, especially at the start of usage. 

3. Quality of Care in Health Facilities 

Despite concerted programmatic efforts during the 1990s to instill a "culture of quality" 
in the MOH health facilities, the MOH has not yet succeeded in developing a client- 
focus to the delivery of its FP services. 

Because nurses and doctors are often overwhelmed by the sheer numbers of mothers and 
children to be seen for a variety of ailments, it is not surprising that many service 
providers have retained a traditional way of dealing with clients who come to health 
facilities. This problem is not unique to Morocco, and happily there are exceptions to 
this generalization (i.e., caring health professionals delivering services in the MOH sys- 
tem). Yet the hierarchical approach that characterizes social relations in most aspects of 
Moroccan life is also present in provider-client interaction. 

Is the level of technical competence adequate? Many women and their husbands were 
introduced to family planning through the VDMS system, in which their primary contact 
was with one of the lowest ranking members of the health service hierarchy, whose level 
of competence was shown by several studies to be lacking.25 Some have argued that this 
historical circumstance has resulted in low expectations of health workers by members 
of the target population, with the result that there is little public demand for improved 
services. 

Since VDMS, the MOH has developed various programs that have affected the public's 
perceptions. As a result, the general population knows more about health issues and is 
better able to express needs and demand quality health care. 

At present, we have no "measure" of technical competence of service providers, and thus 
this concern may be overstated. A recent study (still in the analysis phase) will shed 
some light on provider performance in the delivery of FP services at the national 



In a program that has been so successful in improving access, the MOH will do well to 
continue to focus on improving quality. 

y no means unique to orocco, access to family planning services remains 
atic in rural areas o f t  country. According to the latest DHS (6995), 

unmet need for family planning was higher in the rural (20 percent) than urban areas (1 1 
percent).27 The MOW faces the challenge of increasing access to services among popu- 
lations that are hard-to-reach geographically and that may feel less need to use contra- 
ception, at a point when USAID has reduced its support for family planning. 

. The 6'Vertical Nature" of Certain rogram Components 

The MOH argued strenuously in the early 1980s to integrate family planning into its 
MCH services (and won), despite pressures from Washington to maintain a more 
vertical approach to FP service delivery. 

The MOH scores high points for the integration of service delivery at the field level; 
clients can get FP and child health services from a single Facility. The management 
information system is also integrated (e.g., the set of routine service statistics forms 
includes both MCH and FP) and IEC campaigns have covered FP, safe motherhood, and 
(to a lesser extent) HIVIAIDS prevention. 

By contrast, the contraceptive logistics system is not well integrated into the ongoing 
operational systems of the MOW. The FPLM project assisted the DP in developing a 
well functioning system for forecasting, purchasing, storing and distributing contraceptive 
products nationwide. Without question, the FP program has greatly benefited from the 
consistency of supply. 

However, a different Directorate in the Ministry manages the provision of essential drugs 
using a different system. The chronic problem of stock-outs of basic medicines in public 
health facilities is a key issue facing the MOW for implementation of Integrated 
Management of Childhood Illness, HIVIAIDS prevention, and other important programs. 

MOH regional and provincial managers have identified reducing stock-outs of basic 
medicines as a priority activity, and will be studying ways to bring the regular distribu- 
tion system closer to the standard set by the FP program. 

6. Lack of Female rsonnel in the 

It is not uncommon to attend a FP workshop in Morocco in which 80-90 percent of the 
participants are male. Women traditionally do not hold jobs outside the home, although 
change is occurring rapidly. At the administrative level, the number of women holding 
responsible positions is limited. Women have held key positions within the program, but 
unfortunately their number has declined in recent years. 



At the field level, female doctors are in short supply (despite the expressed preference of 
many clients for a female doctor for FP services). This problem is by no means unique 
to family planning. Of the 62 Delegates (the top-ranking medical officer at the provincial 
level) in Morocco, none are women. Improving the number of women in positions of 
responsibility within the program remains a major challenge. 

In addition, with an aging nursing staff, many are retiring and not being replaced. New 
recruiting is relatively less than before. 

7. Sustainability of the Family Planning Program 

Can the MOH maintain the same upward trajectory in contraceptive prevalence in light 
of the significant cutback in USAID funding? Some would argue that once a program has 
achieved a certain level of prevalence, it becomes self-sustaining, based on the creation of 
demand that remains high even as international assistance for the program dwindles. 
One could point to Colombia and Thailand as examples of this phenomenon. 

Yet the reduction in USAID funding for family planning as of 2000 has created concern 
for the following reasons: 

* Although the MOH routinely covered salaries and the physical infrastructure for 
service delivery, USAID funding facilitated many of the support activities for a 
program: training of personnel, development of IEC materials, applied research 
studies, to name only a few. Can the program maintain the same level of 
dynamism without this influx of supplemental funding? 

* Technical assistance from outside experts over the years helped to introduce state- 
of-the-art technology and programmatic innovation that greatly stimulated 
progress for the program. Several of the persons interviewed opined that the loss 
of technical assistance was as problematic, if not more so, than the reduction in 
USAID funding to the MOH. 

The MOH must now rely on the usual governmental channels to obtain funding for family 
planning activities, and this change could well impact negatively on the program. 

8. Predominant Role of the Public Sector 

In spite of the immense efforts spent on incorporating the private sector, it still does not 
occupy its proper position in offering FP services. In fact, its position has stagnated in 
recent years. Doctors and pharmacists need to be involved to a greater degree. Long- 
term methods need particular attention, since their percentage usage is very low. The 
desired role of general practitioners needs to be evaluated at the highest level, as part of 
the development of a preventive MCH action package to be provided by these doctors. 



The NFPP has almost exclusively targeted married women of reproductive age. 
Unmarried women of the same age bracket have not had sufficient attention. This is of 
particular concern given the later age at which women are masrying and the fact that 
more and more women are remaining single. 

In spite of recommendations from the Cairo conference, there is a decided lack of policy 
and programs focused on the youth segment. Men have been targeted to some degree 
lately, after years of neglect. Activities directed at men should be further emphasized, 
given their increasingly evident role in the couple's FP decision-making, especially 
relative to long-term methods. 

1 Lack of a Broader Program Vision Including all Reproductive Health 

For a long time, the development of FP activities took focus away from MCH efforts. 
The construction of FP buildings (Referral Centers, VSC units) took precedence over 
new birthing centers to the public's chagrin. It was not until Phase V that maternal mor- 
tality was included in the MOHIUSAID projects. 

There is still much to be done in order to respond to the Moroccan public's reproductive 
health needs. Problems like cancer, menopause, infertility, among others are not included 
in the Ministry's preventive programs. It should be noted that there have been offers of 
help on these issues from other countries and international organizations. 

11. Decentralization 

Achieving success at decentralization is a major challenge for the MOH. During the last 
20 years, FPIMCII activities have been highly centralized. Given the evolution of both 
the programs' performance and the country's political environment, it is essential that 
health matters be decentralized. 

In 1996, a national political decision was made to decentralize and to create a regional 
structure in the country. This approach represented a radical departure from the past. 
Regional and provincial teams are increasingly involved in identifying needs and planning 
activities, thus providing more focused responses to the public's needs. Decentralization 
is a major topic of discussion at the MOH, and various models and methods are being 
studied in different departments. Decentralization calls for significant preparation on the 
part of the regional teams as well as support from the MOI-I. As part of the effort, 
USAID is assisting the MOH through a post-bilateral project covering the 2000-2004 
period. Numerous activities are directed to two pilot regions, Sous-Massa-Draa and 
Tanger-Tbtouan, where management and decentralized planning methods are being tested. 



12. South-to-South Collaboration 

Morocco was a founding member and an active partner in the consortium of developing 
countries, who put together the South-to-South Collaboration. These countries have suc- 
cessfully implemented reproductive health programs and have decided to strengthen their 
relations with other countries of the South that have had difficulty with theirs. The South- 
to-South partnership is now organized to provide technical assistance to other developing 
countries. The success of the NFPP makes it an important source of lessons learned of 
technical expertise for other countries in Africa and elsewhere. This partnership should be 
further strengthened so that Morocco can truly share its experiences with other countries. 

IX. CONTRIBUTION OF USAID TO THE SUCCESS OF THE MOROCCO 
FAMILY PLANNING PROGRAM 

(1) To what extent did the family planning program "cause" the increase in 
contraceptive prevalence in Morocco? 

(2) What was USAID's contribution to this process? 

Some might argue that prevalence would have increased due to changes in social and 
economic conditions or from influences of urbanization and modernization, independent 
of the FP program. Others would counter that such impressive program efforts must have 
contributed to the increase. A socioeconomic analysis based on the Bongaarts model 
was done on different factors related to fertility, using data from two national surveys, 
one in 1979-80 and one in 1995.28 In Morocco, the use of contraceptives is the largest 
factor in the decline in fertility. In fact, 52 percent of the decline is due to contraception 
and 44 percent to the higher age at the time of marriage. Between the two surveys, con- 
traception is the most important factor in the decrease in fertility among women of all 
subgroups, with the exception of those with at least a secondary education for whom 
marrying at a later date is the most important element. Post-partum infertility did not 
contribute to the decrease in fertility during this period. Rather, changes in breast feeding 
practices would have increased fertility if other variables had remained constant. This 
statement is valid both at the national level and among differcnt socioeconomic groups. 

The various analyses conducted in developing countries worldwide to answer this 
question have concluded that contraceptive prevalence increases as a result of 
program initiatives and contextual factors and that the two factors act in complementary 
fashion. Presumably the same can be said for family planning in Morocco. 

As to USAID's contribution to the national FP program in Morocco, there is no sample 
group that would allow us to evaluate how FP would have developed without USAlD 
funding. It is virtually impossible to quantify with precision. We know that USAID 
contributed $126,000,000 in funding for family planning between 1971 and 2000. This 
assistance went to support such vital aspects of the program as management and 



supervision, training, logistics, IEC, research and evaluation, policy1advocacy; in short, 
almost every aspect of a functioning FP program. The steady, substantial flow of inputs 
into the system over these years coincides with the period of rising contraceptive 
prevalence. While one cannot demonstrate cause and effect, there is a strong case for 
"plausible attribution." 

As of 2001, USAID/Morocco has drastically reduced its level of funding to Morocco in 
the area of family planning and reproductive health, and it has channeled this funding 
into two regions as part of the decentralization initiative. While recognizing the validity 
of this new approach, a number of key Moroccan health professionals have expressed 
the desire to continue some form of partnership with USAID that goes beyond the 
traditional donorlrecipient model. Indeed, a number of the persons interviewed for this 
retrospective report echoed this request, which appeared independent of the funding 
issue. This interest in further collaboration is a testament to the value accorded to the 
MOH-USAID partnership over a 30-year program. It speaks to the mutual respect 
between the two parties, as well as the benefits that it yielded for both. 
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